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PREFACE TO THE SECOND ENGLISH 

EDITION 

The whole work has been corrected, extended and bronght 
np to the loTol of the most recent practice and theory of 
gynsBcology. 

The directions for the technique of vaginal fixation have 
been somewhat altered, so as to prevent those dangers 
and obstrnctions during pregnancy which were very 
occasionally observed as a sequel of the older method. 

The method of inira-uterine steam medication is 
described and recommended for uterine haemorrhage due 
to endometritis or submucous myomata. 

The manual has been prefaced by an anatomical intro- 
duction which, while avoiding unnecessary detail, deals 
very fully with the main facts which are of importance 
and interest to the student. 



JOHN W. TAYLOR. 
FRED. EDGE. 



Jan., 1900. 
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TRANSLATORS' PREFACE. 

This translation of the Foarth Edition of the deservedly 
popular manual of Dr. Diihrssen will foe found, we hope, 
to be a useful addition to professional literature. 

The manual is concise ; scarcely a word is without its 
value. At the same time it forms a clear and safe guide 
to the knowledge of all the purely gynaecological diseases, 
and deals very f ally with details of the examination of 
patients, the preparation for operations, and the operative 
measures in more general use. Much of this is, of course, 
coloured by the individuality of modem German thought 
and method. 

The translators believe this will prove of distinct 
advantage. It gives a freshness to otherwise well-worai 
subjects, and every now and then points will be found 
noticed by the author that are usually neglected in English 
text-books. As examples of this, the translators may 
refer to the sections on (1) Disinfection of instruments • 
(2) Elephantiasis vuIvsb ; (3) Gynatresia ; (4) the use of 
the continuous current in Dysmenorrhoea with Stenosis ; 
(5) Vaginal coeliotomy or laparotomy; (6) the vaginal 
operation for fixation of the uterus ; (7) the technique of 
vaginal extirpation ; (8) the use of the faradic cxsxYeisA* yc 
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coccygodynia ; (9) the flap-splitting method applied to 
Emmet's operation ; and (10) Kiistner's operation for in- 
version of the utems. Some of the illustrations are of 
special value, notably Figs. 58, 59, 117, and 122. 

Wherever it appeared necessary, the text has been 
copiously supplemented by original notes. 

JOHN W. TAYLOR. 
FREDERICK EDGE. 



February, 1895. 



PREFACE TO THE FOURTH EDITION. 



The FoTU-th Edition is increased by three sheets and six- 
teen illustrations. A gi'eat portion of the increase is 
due to the anthor'a description of his Tftginal method o£ 
operating for retroflexion of the uterus and of vaginal 
laparotomy or cceliotomy. 

The first method is at present so far completed that 
the author is in a position to cure permanently and 
without danger any retroflexion by this means, even a 
fixed one. In view of the success of this opei-ation, and 
that attempts have been made to contest the author's 
priority, the latter may be permitted to remind his 
readers that he was the first to pablish over forty success- 
ful cases, in which he sntured the body of the uterus to 
the anterior vaginal wall, after opening the anterior 
vaginal vault. This may be found in the Second Edition 
of this book published in 1892. The author was also 
the first to point out that, for the permanent cure of retro- 
flexion, snture of the fundus is neccBsary, and for the 
complete prevention of relapses, the opening of the peri- 
toneal cavity ; facta which are now generally recognised 
(Oentralblatt fiir Oyn., 1892, sec. 924, and AerxtUcher 
PrakHker, 1893, No. 51). 

At the same time the author desires to point out that 
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the idea of this operation was introduced by Sanger, but 
later was discarded hy him as not attaining its object. 
With vaginal cceliotomy, at any rate, the author believes 
thftt he has introduced a new and important operation, 
because this operation will tend to limit ventral laparo- 

It is specially of value for the vaginal extirpation of 
small myomata, because it ia without danger, and the 
aterns and adnexa are preserved — it will undoubtedly 
lessen in the future the indication for operations involv- 
ing the removal of these organs. The following other 
operations have been accepted in this edition; Vnillet's 
operation for curing stenosis of the internal os, wedge- 
shaped excision of the anterior cervical lip in metritis 
(author), the nretero- vaginal plastic operation of the 
author, Kiistner's operation for curing inversion of the 
uterus, Martin's abdominal extirpation of the uterus for 
myomata, and Pean's uterine castration. Together with 
these operative methods, massage and ichthyol treatment 
have found their deserved appreciation. 

It is a primary and most important need of the practi- 
cal physician to be able to establish a correct diagnosis 
without complicated aids, and whenever possible without 
antestbesia. All ray pupils assure me that this aim ia 
attained with unexpected facility by the method of 
examination of Thure Brandt, which I have taught them, 
-and which is even yet mncb less known and appreciated 
than it deserves. May this edition also lead to its wider 
diffusion. 

Dr. A. OtHRSSEN. 

BzsLIS, December 1S&4. 
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PREFACE TO THE FIRST EDITION. 

This gyasecological manual was due to the incitafcion of my 
honoured teacher and chief, Professor Doctor Gasserow. 

Its aim is to supply the student with a compressed 
sketch of the whole subject of gyuiecology, iu order to 
make his hospital work fruitful. Professor Crusserow 
often took occasion to blame the growing desire to learn 
everything cliuically. For profitable attendance in the 
>me theoretical fore -knowledge is 
s hardly time for the student to 
arger test books. Bafc when the 
ome previous knowledge of his 
which he sees during his hospital 
formation by 



wards of a Hospital 

necessary, and there i 

collect this fram the 1 

student has already i 

subject, then the cases 

work will stimulate h 

the study of these more extensive works. The author 

believes that he has met a want of the practitioner in 

giving detailed descriptions of the smaller operations, the 

technicalities, and the method of assisting at the common 

gyniecological operations. 

With regard to this latter point, it has specially struck 
the author both in operations requiring assistance and iu 
the courses of gynreeological operations which he has 
held, how little at home were most practitioners in the 
art of professional assistance, and this point a^^ cars to 
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the aatliDr to have been too little noticed. It is not 
every gyniecologist who is in the position always to 
command skilled aid, and yet the perfection of the 
operation depends as much on correct assistance as on 
the operator himself. On these grounds this handbook 
may meet with special appreciation from m.y professional 
brethren who have to take any pla^e as assistaots, and 
specially from those who desire to take active clinical 
work in a gyntecological clinic. 

On account of the small space at my disposal I have 
not been able to describe every operation, bat only such 
as have been tested in the practice of Dr. Guaserow. 

The difBciiltiea wliichmay arise in the major opei'ations 
have not been mentioned ; these belong to the operator 
for whom a gyntecological manual is necessarily in- 
sufiicient. 

Some of the drawings have been taken from other 
gyntecological works. With the kind permission of the 
authors 1 have borrowed a aeries of drawings from the 
Displacements of the Uterus, by B. S. Schultze, and from 
the New Growths of the Uterus by Professor Gussei-ow. 
The other drawings have been esecuted from my designs 
by the gifted hand of Mr. Eyrich, the artist. 



A. DCHRSSEN. 



BeBUN, March, 1891. 
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ANATOMICAL INTRODUCnON. 

The portions of anatomy specially interesting to the 
gynaecologist are those dealing with the genital organs ef 
woman and their adjacent structures. 

For a full account of these the standard works on ana* 
tomy must be consulted ; here we shall briefly mention 
only those anatomical facts which must be remembered to 
enable the student to gain a satisfactory grasp of the 
diseases of the female genitalia and the principles of their 
treatment. 



I. THE VULVA OR EXTERNAL GENITALS. 

In the middle line from before backwards the following 
is the order in which the structures which occupy the 
genital and anal regions are encountered : — 

Mons Veneris and anterior commissure. 

Prepuce of clitoris. 

Glans of clitoris. 

Frcenulum of clitoris. 

Vestibule with urethral orifice. 

Vaginal orifice with hymen or its remains. 

Fossa navicularis. 

Fourchette and posterior commissure. 

Skin over perineeal body. 

Anus. 
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From side to aide we find : — 
Labium mftJDs. 
Nfmpha or labinm minus. 
Hymen. 
Vaginal orifice. 
H3rmen. 

I?f mpha or labium minus. 
Labium majuB. 

(1) Tlie mona veneris is a pad of fibrous tissue and fat 
on the front of the pubic symphysis. It is covered with 

(2) The clitoris ia a small oi^an corresponding to the 
penis in the male, but entirely separated from the 
urethra. 

(3) The vestibule ia the tiiangular space bounded above 
by the clitoris, laterally by the nymphie, and below by 
the anterior mai^in of the vaginal orifice. The urethral 
orifice or meatus urinarius lies in the median line one 
ineb behind the clitoris, one inch in front of the four- 
chette, and just in front of the vaginal entrance. 

(4) The labia majora are continuations of the mens 
TBneris on each side. They unite under the mona an- 
teriorly and in front of the anus posteidorly. 

(6) The nymphee or labia minora are two pendulous 
folds of skin on the inner surface of the labia majora. At 
their upper extremity they divide, enclosing the clitoris 
and forming its prepuce. This is attached to the under 
surface of the clitoris by a frosnum. 

(6) Tbe foesa navicularis is a shallow cavity just within 
the tonrchette ; it is bounded by the hymen or posterior 
margin of the vaginal outlet in front and by the fourchette 
behind. 

(7) The fonrckelte is a slight transverse fold just within 
the posterior union or commissttre of the labia majora, and 
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may be the union of the labia minora. It ia generally 
torn at the first birtb. 

(8) The vaginal orifice (entrance, introitns) is median 
and lies between the vestibtile and the fosea navictilaria. 

(9) This ia nsually encroached npon or obBtructed by 
the hymen. The bymen is a thin fold of m neons membrane 
attached all roand the vaginal orifice, but usnally most 
marked in its posterior segment, which forma a semilunar 
valve with a concave free margin directed forwards. The 
opening in the hymen is generally above ita centre. If 
the hymen has several openings it is termed cribriform, 
if it closes the vagina completely it is termed imperforate. 
When torn through its base by coitus or labour the seg- 
ments shrivel up to small rounded elevationa (camncnlte 
myrtiformes). It has been known to survive parturition 
without laceration. 

(10) The perin<sv,m includes all the structures sitnated 
in the apace bounded by the coccyx, the great sacrosciatio 
ligaments, the tuberosities of the ischium, the rami of 
the ischium and pubes, and the pubic arch. 

Tlie term is usually, however, restricted to the space in 
front of the anus, and includes the end of the vagina, the 
vulva and the clitoris, but even this meaning has become 
further limited, and the term has become so associated 
with that of the perinteal body that in many minda the 
word evokes the idea of the superficial aspect of the peri- 
nseal body. 

This perinmal body is situated between the anus and 
rectum behind, and the vulva and vagina in front. It 
consists of fibrous and elastic tissue, and the common 
origin or attachment of the following muscles: — (1) 
levator ani (anterior fibres); (2) sphincter ani ; (3) 
sphincter vaginte ; and (4) the transveraus periniei. These 
will be described in detail later. 
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This perinteal body is thns the inverted arch stone of 
the pelvic floor, and since the faacire and rauaeles entering 
into it have generally fixed bony origins, it follows that 
any laceration of their nnion in the perinteal body will 
canse them to hang from the pelvic outlet comparatively 
inoperative and useless as supports. This fixed attach- 
ment of the muscles peripherally explains their retrac- 
tion after any perinteal laceration. This is sometimes 
sabcutaneoue, and the reason of the cotiKeqnent enfeeble- 
ment of the perinteum. may not be directly obvious. 

Beneath the labia or chief anatomical landmarks of the 
vnlva certain structares sA-e fonnd which demand atten- 
tion ; they are : — 

(1) Vascular plexuses or erectile tissue. 

(2) The glands of Bartholin, or the vnlvo-vaginal 
glands. 

(1) The Inlbi vestibuli vel vagitice He on each side of the 
vagina, ou the anteiior layer of the triangulai" ligament, 
and are covered by the bulbo-cavernosus on each side. 
They run into the clitoris, and terminate by uniting to 
form the glans clitoridis. 

(2) The glands of Bartholin, one on each side, lie 
between the layers of the triangular ligament. The ducts 
run forward and open outside the hymen or its remnants 
on the inner surface of the nymphce. When distended 
theae appear as tense cystic swellings at the lower and 
inner aspect of the labia. Their orifices are often con- 
gested (macula gonorrhoica) long after other outward 
signs of gonorrhcea have passed away. 
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II. THE URETHRA, BLADDER, AND URETERS. 

Tlie urethra is an inch and a half long. It ia closely 
trailed with the anterior vaginal wall. 

Two lai^e crypta which lie one on each aide near the 
floor of the urethra and extend for f of an inch under- 
neath the mncous membrane are called Skene's tubes. 

The bladder ia hehini the pubea, and in front of the 
vagina and cervix. The urethra opens into the neck, 
and one and a half inches distant are the ureteric aper- 
tures. The triangular space between the neck of the 
bladder and the ui-etprs is called the trigone. 

The ureters are 10 to 12 inches long. Thoy lie in the 
loose connective tissue behind the abdominal and pelvio 
peritouenm. 

The course of the ureters is as follows : — 

In the upper half of their course tbey lie behind the 
ovarian vessels ; hut at the brim of the pelvis, having 
crossed beneath these, they lie internally to the ovarian 
vessels upon the common iliac artery. 

Within the pelvis, the ureters lie close to the internal 
iliac arteries, and may sometimes be found on rectal 
-examination by means of their relation to these arteries. 
Slightly below this, the ureters turn forward and croaa 
underneath the uterine arteries. At thia point the 
uretera lie about |. of an inch on either side of the cervix 
uteri, and when inflamed or thickened or containing 
calculi, may be very distinctly felt on bimanual examina- 
tion of the lateral vaginal fornicea. Still converging 
they enter the bladder, and after a course of J of an 
inch within the bladder-wall Ibey open on the inner 
nmcoua surface of the bladder by two small orifices or 
slits just over an inch apart. 
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III. THE VAGINA, UTERUS, FALLOPIAN 

TUBES, AND OVARIES (THE INTERNAL 

GENITALS). 

The vagina is a laacous canal extending from the 
hymen to the cervix uteri. It has the nretlira, bladder, 
and nreters in front, and the rectum and pouch of Douglas 
behind. Laterally it has the ureters above, and the 
levator ani muscles at the sides. In the erect postare it 
runs backwards and upwards at 60°, which is about the 
same as the elevation of the pelvic brim. 

The urethra is intimately eounected with the anterior 
vaginal wall, but the base of the bladder and the ureters 
are separated from it by loose areolar tissue. Sometimes 
the bladder and the anterior uterine wall are intimately 
united, and this is worth bearing iu mind when per- 
forming anterior kolpotomy. 

The vaginal wall is folded trans vei'sely, and at the 
lower end is a single or double longitudinal ridge; a 
similar ridge esiats on the posterior wall, and is called 
the columna rugarnm. 

The walls of the vagina are very dilatable, and in 
parous women the mucous membrane can be dissected off 
very easily, and even stripped up extensively with the 
fingers when the line of cleavage has been found. 

The iilenis, or womb, is a hollow organ with thick 
mu.scular walls. It fits into the top of the vagina and 
lies between the rectum and the bladder. The Fallo- 
pian tubes open into the upper angles of the uterus, 
carry the ova from the ovary to the uterus, and give 
spermatozoa access to the ova. 

The uterus undergoes great changes during gestation, 
after parturition, and also after the cessation of menstrna- 
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o that it presents different features at different 
times. 

The matnre virgin uteruB ia pear-shaped, flattened from 
before back, three inches long, and its cavity ia fonnd 
by the sonnd to be about 2^ to 2| inches long. This 
18 dne to the yielding of the uterine ivall, eince after 
death the length is about 2'35 to 2*7 inches. 

The nterua is described as having a fundus, body, and 
neck. The fnndna is the bnlging upper end above the 
insertions of the Fallopian tubes. From these points the 
body narrows to the neck, which may be said to begin at 
the waist or isthmus esternally, and at the internal os 
internally. The anterior uterine surface is almost flat, 
the posterior ia convex, especially above. The portion of 
cervix below the vaginal insertion is calledthe vaginal por- 
tion or " the portio." The part above is the supravaginal 
portion. As the vagina ia not inserted at the same level 
all ronnd the cervix, but higher behind, there exists this 
middle segment of the cervix, which is supravaginal in 
front and vaginal behind. This is called the intermediate 
portion, and it is this portion which usually becomes 
elongated when vaginal prolapse takes place and remains 
untreated. 

The cavity of the uterus is small. In the body it is 
triangular and flattened, the anterior and posterior walls 
being usually in close apposition. The base of the triangle 
is uppermost and is convex to the cavity. Its angles are 
formed by the openings of the Fallopian tubes, while the 
apex opens into tbe cervical cavity. At this point the 
cavity is narrowed, and the strait is called the "o& 
internum." 

The cervical cavity is spindle-shaped or conical, accord- 
ing as the uterus is nulliparons or parous. The anterior 
and posterior walls are furnished with longitudinal ridges 
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or columns, from which many riba or farrows run 
obliqnely upwards on each side. These are most marked 
on the anterior wall. 

There are practically no glands on the vaginal aspect 
of the cerrix in the normal state, bnt pathological con- 
ditions, particularly laceration of the cervix and conse- 
quent evei'sion of the cervical mucous membrane (ectro- 
pium) lead to their presence. In this way small retention 
oysts arise (" ovula nabothi "), and these appear aa white 
or yellowish vesicles in the cervix. 

The uterus is lined throughout with columnar ciliated 
epithelium. 

The ligaments of the uterus are the vesico-uteiine, the 
broad, the round, and the utero-sacral ligaments. 

The vesico-Kterine ligaments are the semi-lunar folds of 
peritoneum which pass from the bladder to the utcma. 
The floor of the voeico- uterine poach is called the " plica 
vesico-uterina ; " this is divided or opened in anterior 
vaginal cteliotomy. 

The hroad ligaments are formed by the passage of the 
peritoneam from the anterior and posterior surfaces of 
the uterus on each side to the pelvic walls. They may 
be regarded as one ligament or fold of peritoneum, and 
the uterus an a centi-al organ placed in the middle of this 
fold. The Fallopian tubes starting fi'om the fundus of 
the uterus proceed along the summit of this fold on either 
side to their terminations or fimbriated estremitiea 
(where they open into the abdominal cavity). This does 
not reach to the pelvic wall, and the portion of broad 
ligament intervening between the fimbriated end of the 
Fallopian tnbe (or " infundibulum ") and the pelvic wall 
is called the "iufundibulo-pelvic " ligament. 

The Towid ligament is a muscular cord which arises on 
each side of the uterus in front ofthe origin of the Fallo- 
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pian tnte. It runs upwards, forwards, outwaii3fl, and 
tlien iowarda to the internal ingninal ring, through th& 
Lngninal canal, into which it often carries a tube of peri- 
toneum — canal of Nuck — to end in the tendons of the 
internal obliqne and transversal! s, the superior column of 
the external abdominal Hng, and in Gimbernat's liga- 

The utero-sacral ligaments are peritoneal folds raised by 
connective tissue and nnstriped mnsclo passing from the 
sides of the uterns to the second sacral vertebra. These 
limit the ti-ne pouch of Douglas, or utero-rectai peritoneal 
poach, and are the chief uterine supports ; they form the 
80-called " folds of Donglas." The rectum passes between 
their insertions. 

The Fallopian Tubes have already been incidentally 
mentioned. They arise from the upper and outer angles 
of the uterus, and ran ontwarda in the upper free margin 
of the broad ligaments, which here allow of considerable 
movement. They are from four to six inches long. 
Each tube ends in a "fimbriated opening" (infundi- 
bulum), which lies on the posterior aspect of the ovary. 
In addition to the peritoneal covering already described, 
each Fallopian tube has a muscular and a mucous coat. 
The mucous membrane is very plicated, forming delicate 
wavy folds throughout the whole length of the tube. At 
the abdominal ostium or opening these folds increase in 
richness and complexity, foiining arborescent processea 
which extend beyond the actual opening, and are called 
" fimbriae." A chain of these extends from the fimbriated 
end of the Fallopian tube to the ovary, and is called the 
"ovarian fimbria." Through the abdominal ostinm of 
the Fallopian tube tho female peritoneum communicatee 
with the exterior by an unbroken chain of mncous sur- 
faces belonging to the tube, the uterua, and the vntrlnn. 



XXX A MANUAL OF GVN-^CO LOGICAL PRACTICE. 

This renders it pecaliarly liable to infections which may 
travel along these sni-facea from "withont. The mnooiiB 
m.enibraae of the tabe, in common with that of the 
uterus, in lined with colamnar ciliated epithelium. 

The ovaries are two rather flat oval bodies, enveloped 
in the posterior layer of the broad ligament. Each 
weighs from 60 to 130 grs., and measnres about IJin. 
long, fin. wide, and ^in. thick. The posterior border 
and npper and lower surfaces are tvee. The anterior 
border ia attached, and this attachment (where blood- 
vessels, nerves, and lymphatics enter) is called the kilum. 
The lower end of the ovary is narrow, and is continued 
into the ovarian H^ment and attached by this to the 
uterus. The npper and outer end is connected with the 
tube by the ovarian fimbria. The position of the ovary 
varies, but perhaps its most constant position is almost 
vertical with its free convex border directed backwards. 

The ligaments of the ovary are the broad ligament (in 
whose posterior layer it is developed), the ovarian liga- 
ment (Ijin. long) (which runs from the inner end of the 
ovary to the upper angle of the uterus just below and 
behind the uterine origin of the Fallopian tube), and the 
infundibulo- pelvic ligament (already described as the 
outer part of the broad ligament between the end of the 
Fallopian tube and the pelvic wall). It ia 3Jin. in 
length, and contains the ovarian vessels. The large 
ovarian fimbria may also be termed a ligament in that it 
prevents the separation of the ovary from the tube. 

The structure of the ovary is as follows : — There is an 
outer epithelial covering, the cells of which are columnar 
and continuous with the squamous peritoneal epithelium. 
This is called germinal epithelium. Under this there is 
a fi.brous layer (the tunica albuginea), and embedded in 
this, but derived from ingrowth of germinal epithelium. 
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are fonnd the special stractDrea known as Gi-aaGan 
follicles which contain ova. The tunica albnginca with 
its layers of follicles is termed the " cortex," while the 
connective tissue in and about the hilum, the blood- 
vessels, nerves and lymphatics and some unstriped mnscle 
fibres make up what is called the " mednlla." The joang 
follicles are iu the cortical layer, and are generally -j-nTriti' 
in diameter. Each ovary may contain 40,000 to 70,000 
follicles. The follicles periodically increase in size withiu 
the ovary, approacli the surface, ripen, burst, and set 
tree the ovum. 

The mature Graafian follicle is said to be surrounded 
by a condensed layer of the ovarian stroma the " thaca 
folliouli." Within this is found — 

1. The " mombrana granulosa," consisting of columnar 
or polyhedral epithelial cells. 

2. The liquor folliculi. 

3. The discus proUgerne, a thickening of (hemembrana 
granulosa at one part about the ovam ; the cells next the 
ovum form a special zone, the "corona radiata." 

4. The ovum. 

In a ripe follicle the ovam measures ^^ ^ - ^ j^^ of an 
inch in diameter, and consists of — 

1. An external envelope of homogeneous membrane — 
" zona pellucida." 

2. Yolk-atnff. 

3. Germinal vesicle or nucleas (-7-!^ in. diam.). 

4. Germinal spot or nncleolna (j-i;^ in. diam.). 

The Parovarium ia a aeries of tubular fcetal remains, 
representing the partially obliterated Wolffian body and 
duct, and situated within the thin fold of the broad liga- 
ment which connects the ovary and tube. It consists of 
closed tubes, lined with ciliated epithelium, converging 
towards the ovary and united by a longitadinal tube. 
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This remnaafc correeponda to the vasa efFerentia and coni 
Taecnlosi of tlie epididymis iti the male nnd the longi- 
tndinal connecting tnbe to the convoluted tnbe of the 
epididymis. The continuation of this tube near the ntems, 
and in the vaginal walls to near the opening of the 
nrethra is found in the cow and row, and in the hnman 
fcetna. This is Gaertner'a duct, and ita persiateiice and 
diatenaion may be the origin of certain vaginal cysts. 
Cysts arising from the parovarinm itself are described 
on p. 244. 



W. THE RECTUM AND ANUS. 

The reclum extends from the sigmoid fleinre to the 
anna. Commencing at the left sacroiliac synch on droaia, 
it rana towards the middle of the sacnini, becoming 
mesial. It now curves forwards over the end of the 
sacmm and coccyx, and backwarda to the anna. The 
pouch of Douglas, tbo uterna and vagina, are in front of 
it, and its last portion looks backward and downward. It 
ia thna not straight at all, but very sinuoua. 

It ia narrower than the sigmoid flexure above, but 
below it balloons ont above the anus. It is smooth and 
cylindrical, and has no longitudinal bands. 

The peritoneum covers it entirely at ita origin, and 
forma a mesorectum, lower it covers the front and sides, 
and at the level of the posterior vaginal fornix the 
peritoneum leaves the rectum, and is reflected npon the 
vagina and the utems. 

The last four and a half inches of the rectum are 
generally free of peritoneum, and can be removed in case 
of cancer without involving the peritonenm. 

It ia only loosely connected with the vagina in front. 
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The arteries of the rectum come from the superior 
hasmorrhoidal branches of the inferior mesenteric above, 
in the middle part from the haemorrhoidal branches of the 
internal iliac, and below from the haemorrhoidal branches 
of the internal pudic artery. In the lower four inches of 
the rectum the arteries course longitudinally in parallel 
lines, and anastomose freely, especially near the orifice. 

The veins form a plexus from which vessels run to the 
inferior mesenteric vein, and thus to the portal system 
and to the internal iliac vein. The lymph vessels run 
to the lumbar or sacral glands. 

The Anus is the posterior termination of the alimen- 
tary canal where the skin and mucous membrane join. 
It looks backward, and its axis forms a right angle 
with that of the vaginal orifice. The lateral walls are 
kept in contact during life by the sphincters, except in 
defaBcation. It is dilatable. The sphincters or muscles 
closing the anus are the internal sphincter, the levatores 
ani, the coccygei and the external sphincter. 

The internal sphincter is a muscular ring half an inch 
in depth, and placed about one inch above the external 
orifice, on plane of skin. It is a thickened layer of the 
circular muscular coat, with some bands of the muscularis 
mucosae running into it. It is paler than the external 
sphincter, and consists of unstriped involuntary muscle. 
The external sphincter is jast under the skin, adjoining 
the anus. It is elliptical in shape, and is attached pos- 
teriorly to the tip and back of coccyx. It passes forwards, 
spreading out, on enclosing the anus, to the extent of one 
inch on each side, then meeting in front of the anus the 
two halves terminate by some fibres in the skin, the 
internal fibres decussate, and the greater portion end in 
the central point of the perineeum with the transversus 
perinsei and ischiocavernosus muscles. 
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The anus is torn in complete periuearl laceration, the 
sphincter or ring of mnseles closing the anna ia divided 
and the ends i-etract. When this has happened the 
position of these enda is nsually indicated by a smalt 
pnoker on each side of the anus. The diverging lines of 
the sphincter at the situation of the tear also indicate 
the direction of retraction. In i-epairing the perineum it 
is important to freshen and pick np the enda of the 
sphincter so as to snture Ihem together and to re-establish 
that control of the anns which has been more or less in 
abeyance. 



V. THE PELVIC OUTLET AND PELVIC FLOOR 

The pelvic outlet of the female bony peivia from before 
back on each side ia bounded as followa : — The symphysis 
pnbia with the snbpnbic ligament, the ramns of the 
pubes, the ramus of the ischium, the tuberosity of the 
ischium, the great sacrosciatic ligament, and the sides 
and top of coccyx. 

This outlet is closed by the soft parts or pelvic floor 
through which the urethi-a, the vagina, and the rectam 

The pelvic floor is divided for purposes of description 
by a line running through the ischial tuberosities into 
anterior urethral and posterior rectal triangles. The 
anterior one contains the external genitals. 

The fasciiB are important aargioally, and beginning 
from the surface there are ; — 

(1) Tliesupeiyiciai/nscia which is continuous with that 
of the i-est of the body beneath the akin. Posteriorly this 
expands into the tissue, chiefly fatty, filling the iachiorectal 
fossa. This fossa is pyramidal and is the apace between 
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the obturator fascia and muscle externally and the levator 
ani fascia and muscle internally ; posteriorly the outer 
wall is the glutens maximus. Its base is formed by the 
transversus perinsBi muscle (with the deep layer of super- 
ficial fascia curling round it) the skin, and behind by the 
gluteus maximus. In this layer are superficial perinaeal 
and hsemorrhoidal vessels and nerves. 

(2) The deep layer of the superficial fascia in the 
urethral triangle. It is attached laterally to the pos- 
terior part of the pubic arch as far back as the ischial 
tuberosity, behind it turns over the transversus perinsBi 
muscle to join the posterior border of the triangular 
ligament. In front this fascia is unattached and 
runs over the pubes into the groin. The sac of an 
inguinal hernia passes into the labium majus under it. 
Beneath this fascia there are the transversus perinsei, 
the bulbocavernosus, and the erector clitoridis muscles, 
the transverse perineeal vessels and nerves, venous 
plexuses, bulbs of vagina, the spaces mentioned wherein 
hernia descends, and the dorsal artery and vein of the 
clitoris. 

(3) Beneath or internal to these structures, in the 
urethral triangle, is the anterior or inferior layer of the 
triangular ligament. This is attached to the rami of the 
pubes and ischium, and to the subpubic ligament except 
where the dorsal vein passes through it ; behind it is 
joined to the recurved base of the deep layer of the super- 
ficial fascia and to the junction of the anal fascia and the 
deep layer of the triangular ligament. 

Between it and the deep layer lie the urethra, a por- 
tion of the vagina, the compressor urethrsp, dorsal vein 
of the clitoris, internal pudic vessels and nerves, the 
artery of the bulb, dorsal nerve of clitoris and Bartholin's 
glands. 
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(4) 'Ihe posterior or deep layer of the triangnlar liftament 
is oontinuona Ijeliind "witli the thin levator ani ftiscia, and 
the anterior layer of Hie tinangnjar lij^nment joirs it 
behind the posterior margin of the constMCtor ni-ethrse, 
just as tLe deep layer of supeiflcial fnscia curled round 
tbe transverans periinni to join the anterior layer of the 
triangular ligament. 

Laterally it h inserted into tLe rami of the pnbes and 
ischium, beiiig the anterior poi-tion of the obturator faecia 
and having the anterior pubic tendon of the levator ani 
on its superior or internal surface. 

(5) The aual faRcia covering the under surface of the 
levator ani ariseB fi'om the obtnmtor fascia above and 
behind, and in fi-ont is continuous with the thickened 
deep layer of the triangular ligament. 

(6) Tbe ohtiirator fascia Gavel's the obtui'ator muscle 
and is fixed to the bone. Fi-om its firm sttachmenta are 
indirectly supported most of the pelvic viscera. 

It is attached in front to tbe pubis along a line from the 
anterior and superior part ot the thyiwid foramen to a 
little below the Fymphysis pubis. This iuseiiion is con- 
tinuous with the deep Inyer of the triangular ligament. 
It is attached to tbe iliac half of the ileopectincal line, 
behind to the anterior rini of the great sacrosciatic notch 
and to the great sitcrosciatic ligament and i(s falcifonu 
process to the ischial and pubic rami. At the upper end 
of tbe obturator foi-amen the fascia .joins the membrane, 
and the vessels and nerve pass over this lower limit of 
the obtui-ator canal. 

The inner surface of the fascia looks into the pelvic 
cavity and is lined with peritonecm in its upper portion, 
below it fomiB the outer wall of (be ischiorectal fossaand 
the interaal pudic vessels and nerves run npon it im- 
bedded in a sheath. 

The posterior continuation of the obtoralorfa.seia forms 
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the pyriformis fascia. It covers the muscle and sacral 
plexus and is pierced by the branches of the internal 
iliac artery passing through the great sacrosciatic 
foramen. It ends on the sacrum. 

(7) The rectovesical fascia arises anteriorly from the back 
of the pubes above the levator ani and obturator fascia. 
This portion contains involuntary muscle fibre, and runs 
into the neck of the bladder, forming the anterior true 
ligaments of the bladder, one on each side. 

Latterly it arises from the obturator fascia along the 
arcus tendineus or curved line from the top of the thyroid 
foramen to the ischial spine. Posteriorly it joins the 
lower margin of the pyriformis fascia. The fascia runs 
down and inward to become blended with, to incase and 
support the pelvic viscera. It lies on the levator ani 
muscle. 

The white line is a thickening of the upper part of the 
rectovesical fascia, which runs from the anterior true 
ligament of the bladder over the thyroid foramen to the 
ischial spine. This line from the foramen to the spine 
marks the origin of the lectovesical fascia from the 
obturator fascia. 

The rectovesical fascia shuts off the pelvic cavity from 
the structures in the pelvic floor, and is the first great 
subperitoneal support of the pelvic viscera. 

The chief muscles of the pelvic floor are the levatores 
Ani and coccygei (which may be called the posterior 
segments of the levators). 

These are supplemented by 
The sphincter ani. 

The sphincter vaginae (or bulbo-cavernosus). 
The transversus perinsei. 

The deep transversus perineci (or constrictor ure- 
thrse) and the iscliio cavernosus (or erector 
clitoridis). 
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The levatorieg ani are two ranacleB which by their 
similarity, both in featai'e and function, to the mnscles 
which doBe the upper boundary of the abdomen have been 
termed the pelvic " diaphragm." They nvise from the 
posterior anrface of the symphysia pubis on each side by 
a broad and tendinons attachment, then from the "white 
line " (p. xxvii) and from the spine of the ischium. The 
fibres arising from this extensive origin may be eaid to 
sweep downwards and backwards aroond the vagina 
and rectum, the antenor fibres ending In the central point 
of the perinwom between the vagina and anus, the middle 
fibres running into the rectal wall and the greater bulk of 
the muscle partly going right round the rectum as an 
unbroken muscle band (Lnsehka), bnt mainly uniting 
together and forming an unbroken support by means of 
a tendinous junction- — the " coccygo-anal ligament." 

This pelvic "diaphragm" when considered as one 
muscle forms an almost perfect sling or cup for the sup- 
port of the pelvic viscera. 

The upper sui-face of the mnscle is next the recto- 
vesical fascia; below it has its own thin anal fascia arising 
from the obturator fascia, and continuous in front with 
the posterior or deep layer of the ti'iangular ligament. 

The coccyyeiig forms the posteHor portion of the levator 
ani and is triangular in shape, its apex being its origin 
from the ischial spine and its base being the insertion 
into the side of the coccyx and sacrum ; its external con- 
ttnaation is the small sacrosciatic ligament. Its pelvic 
surface supports the rectum. 

The fi;p7iji»c(er QHi has been already described (p. xxxiii). 

The sphiitcier vaijiive or bulbocavernosus arises from 
the central point of the perinatum with the external 
sphincter and transversus perinsei ; it opens out to sur- 
i-ound the vaginal orifice and vestibule, closely grasping 
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the outer surfaces of the bulbs of the vestibule ; in front 
it reunites to be inserted on the corpora cavernosa of the 
clitoris, an anterior slip over the dorsal vein is inserted 
into the bulb, while some fibres end in the mucous 
membrane between the clitoris and the urethra. 

The transversus perincei takes its origin above and 
behind the origin of the ischiocavernosus on the inner 
surface of the ischial tuberosity, it runs inwards to unite 
with the muscle of the opposite side, the external 
sphincter, and the bulbocavernosus in the central point 
of the perinseum. The deep layer of the superficial 
perinseal fascia turns over the posterior border of the 
transversus perinoei and joins the base of the triangular 
ligament. 

The deep transversus perincei or constrictor urethrce 
muscle lies between the layers of the triangular ligament 
It arises on each side from the ischiopubic ramus. The 
anterior portion runs across in the subpubic arch, the 
posterior portion is inserted into the walls of the vagina, 
its muscle fibre is mostly unstriped. This muscle completes 
the closure of the pelvic outlet in front, and is therefore 
sometimes called the accessory diaphragm of the pelvis. 

The ischtocuvernosus or erector clitoridis arises fi'om 
inside the ischial tuberosity and ramus, below and in 
front of the origin of the transversus perinsei, and behind 
the insertion of the crus clitoridis round which it spreads, 
and is inserted into the outer and under sides of the 
anterior end of the crus. 

To briefly recapitulate : the levator ani and coccygeus 
of each side form a powerful muscular sling just outside 
the recto- vesical fascia which supports the pelvic con- 
tents. The urethra, the vagina and the rectum pass 
through an opening in this sling, and both vagina and 
rectum are a source of weakness to the integrity or perfec- 
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tion of the sling. The anal and vag'innl orifices are, 
however, supported by tlieiri'espective spiiiucters, and the 
sides of the openinjj; tn* held to^ethev and further sup- 
ported hy the anterioi- fibrea of the levator ani, and moat 
of the smallev muscles whieh meet together in the central 
point of the pennoeura. 

This ventral point of the perintenni, where the maseles 
join or blend, is juat behind the valval oiifice and the 
foBSfl navionlaris. It is generally fibrons, but may be a 
purely muscular iinion of the various muscles. 

VI. THE PELVIC PERITONEUM AND VESSELS. 



The pelvic peritoneum has been described 


incidentally 


to a very large extent when dealing with 


the "liga. 


menta" of the uterus and ovaries. The m 


ain point to 


remember and appreciate in gjniecological 


vork is that 


the pelvic peritoneum to a very lar^e extent 


s a movable 


structure both in pregnancy and disease. 


Unlike the 


muscles and fasciffl, which ai-e usually fixed a 


id only very 



slightly elastic, part or even the whole of the pelvic peri- 
toneum may be liaised by swellinfrs underneath it, and so 
occupy altogether different relations from the normal. 
Tliia displacement is usnaily one-sided when tumour, 
inflammiitiou, or extra-uterine pregnancy is the cause, it 
is central or hntb-sided in noi'nial pregnancy, and in 
exti-eme distension of the bladder. 

Traced in the middle line from before backwards the 
peritonenm runs from the front abdominal wall just 
above the symphysis pubis (the urachns and obliterated 
hypogastric arteries being just beneath it) over the 
posterior wall of the bladder; it then passes over the 
anterior nterine wall at the level of the internal os, and 
covers the uterine body. The i-eflection from the bladder 
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to tbe uteruB is called the vesico- uterine poach or 
pJica veeico-uterinn, and noi-mally containB no Biaall 
intestineB either with fall or empty bladder. When the 
nterua is fully retroverted or drawn back by ahrnnken 
posterior ligaments, therf is formed an antei'inr ntero- 
abdominal pouch containing the small intestinee. 

Behind the uterus, the peritoneum dips down below 
the highest limit of the vagina and is then reflected 
upwards over the rectum and sacrnm forming tbe BO- 
called ponch of Douglas. This pouch of Douglas is 
bounded in fi-ont by the last inch of vagina and the back 
of the Bupiuvaginal cervix, behind by the sacrum and 
rectum covered by peritoneum, and laterally above by the 
nterosacral ligaments. It is tbe lowest portion of tbe 
peritoneal cavity, the most acccBsible, and the best seat 
for draining tbe peritoneum. It contains no intestine 
when opened in poaterioi- kolpotomy. 

This mesial reflexion of the peritoneum over the nterns 
is continued on each side in the broad ligament, but the 
reflesion is shallower. Here, as we have Been (p. xsxviii), 
it contains nothing but the Fallopian tube, parovarium, 
and ovary (?) between its folds. Externally it sweeps 
backwards towards the sacro-iliac joints, and the 
obtnrator internuH may be said to form tbe exti'eme 
outward boundary of the fold. Everywhere else from 
the cavity of tbe pelvis the peritoneum sweeps upward 
to the pelvic brim. 

Just behind or beneath tho peritoneum are the nretei's, 
tbe ovarian arteries, and the uterine arteries. The 
uretei-s have been already described (p. xxv). The 
ovarian or spermatic artety arises directly from the aorta, 
it pasaes downwards and outwards to the outer part of 
the broad ligament and enters between its folds at the in- 
fundibulo-pelvic ligament (p. xxviii). Here it can be con- 
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I' . 
two brancLes, an internal and an external one, which 
more or less encircle the ovary, anpplyiug the ovary and 
givicg off at its upper aepects several vertical branches, 
which join by a fine long transverse branch (the tubal 
artery) beneath the Fallopian tube. 
The internal branch, the larger, not only does this, but 
Dontinues its courBB towarda the upper angle of the 
nterus where it anastomoHes with the uterine artery. 
,. Before doing so it usually gives off a branch which goes 

to the round ligament. 
^^^^ The uterine artery arises from the anterior trunk of the 

^^^^L internal iliac artery and therefore at some little distance 
^^^H below the pelvic brim. The ureter is just behind it at 
^^^1^ its ongin. It passes by a very convoluted coorse in the 
p lowest part of the broad ligament to the cervix uteri and 

I then ascends by the side of the uteraa, giving off several 

■ lateral branches toward the nterus uatil it anastomoses 

^^^^ with the ovarian. 

^^^^B These four arteries, the two ovarian and the two 

^^^^H uterine, are the main vascular channels of blood supply 

^^^H for the internal genitals, but there ai'e sonie other 

^^^H arteries which by their unusual distribution or fiize may 

^^^r take an important accessory part in the blood supply of 

■ the uterus and its adnexa. 

I There are the vaginal ai-tery, the superior and middle 

I vesical arteries, and the middle htemoiThoidal artery. 

I Of these the vaginal artery is the most important. 

I This may be unusually large, and as it comes direct from 

L the internal iliac may be a eoni-ce of hEemorrhage in 

^^^H hysterectomy after the uterine arteries have been fully 

^^^^H controlled. 

^^^H Occasionally, too, the uterine aitery divides far back 

^^^^H and may be represented by several large trunks in the 

^^^H neighbonrhood of the cervix. 
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A MANUAL 

01' 

GYNECOLOGICAL PEACTICE. 

INTRODUCTION. 

On Gynecological Case-taking. 

This ia required to establish the following points : — 

1. History. — Age : whether married or not : occupa- 
tion ; whether patient htiB had any family ? and whether 
the childi-en live, and how many ? whether there have 
been miscarriages ^how many of these ? whether after 
these any illness followed ? 

2. Condition of Menstruation. — Amount and dnra- 
tion of flow, as well as duration o£ the interval ; kind of 
bleeding (whether tho blood is fluid or clotted) ; pains 
conDectcd with menstruation, the time of their onset, and 
character ; dates of first menstruation (puberty) and 
cesBation of menstruation (menopause) ; variation of men- 
struation after marriage, parturition or abortions. Exact 
date of cessation of the last menstruation. 

3. Existence of Discharge. — Duration, amount and 
consistence. On the two last points the statements of 
the patient are usually so vague that one only gains cer- 
tain information by esaminatioo. 

4. Fains. — Their kind, site, asaociatiori with certain 
causes (exertion, defEecation, micturition, coitus, men- 
straation, etc.), their intensity (whether they make the 
patient incapable of work or bedridden). 
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5. Genar&l Health. — Appetite, digestion, sleep, any 
disordera of tlie nervous, dig-estive, respiratory, and cir- 
culatory systems. Tuberculosis. Previous illnesses 
(chlorosis, gonorrhcea, syphilis?) Any and what pre- 
■vioua medical treatment. 

In many cases the patient tells the physician at once 
the reason of lier visit — she complains of flooding, of 
discharge, of pain : oi' she names directly her suffering — 
she says she has a "falling of the ivomb," or a swelling 
in the belly. 

In such cases, the physician examines the part com- 
plained of. 

In women who have been maiTied a long time withont 
having children, it can be taken for granted that the 
desire for offspring has led to the consnltation. 

In the nnmaiTied, on the other hand, one often finds 
that the fear of a possible pregnancy brings them to the 
physician. Tliey generally make vagne and (often with- 
out hesitation) the most untruthful statements, especially 
with regard to the date of tho last menstruation, with the 
one desire that the practitioner may terminate the preg- 
nancy by the passage of the sound. 



The GjrusBcological Examination and Minor 
Manipulations- 
Examination is usually avoided dui-ing menstruation, 
but when hoemorrhage is abnormal examination may be 

Snb.mucouB myomata are sometimes to be felt daring 
menstruation within the os uteri. In cases of continuous 
hiomorrhage (from abortion or cai-cinoma) patients do not 
generally come 'to be exacuined. Valuable time is thas 
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1 frequently lost, becanse the 


woman looks upon each loss 




1 aa meostrnal, and therefore awaits its ending. 




A Buitable position of the 


latient is of great importance 




for an exact exami- 






nation ot the aexTtal '^ 


^ fc^r\» 




organs, and for any ^ 


^^ i/r 






^^^ 1 




ment. 


-^^fe ^bT 




To obtain this Ave 


^<i~ ^^^^ 




1 nao an iron csamina- 


IL^'- ^^%H'=*f*- 




I tion couch (Pig. 1) 


fj^ O.R.GM. W^^ 1 




which can also be L 


Xa \f^ n 




1 utilised for all vaginal /t 


■^__ W'^/?m. 




and ventral operations. "^^ 






1 For the latter case 


ng. J.-<AfMrHorinfller.l 




the table ie fitted with 






1 a simple mechanism for 


the Trendelenburg position 
(Fig. 2). In ca^e the 
physician prefers not 
to have so striking a 
piece of furniture in 
his consulting - room, 
there are a number 
of examination tables, 




M°" U 


of which by far the 

^- simplest is that of 

Anvard. He makes a 

simple table, 90 cm.* 




•cA~^^ ^,'7.'" agj^^ 


^^ high, with two pairs 




Fig. 2. 


of movable supports, 
4fl cm.t long (see Figs. 




3 and 4). The first posit 


on (Fig. 3) is for all leaser 




manipulations ; the second 


(Fig. 4) is only used for 




• 90 cm. = 35-5 inchea. 


t 40 cm. - 157 inclies. 
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Bunple examination and for the introduction of Fergns- 

Bon's Bpeculam. 

Tlie fii'st position is tlie so-called " lithotomy position," 
in which the patient, 
with slightly raised 
head, and legs bent 
at right angles to 
the body, so lies 
that the vulva is 
close to the free bor- 
der of the table and 
endicular to 
this. If tlie vagi- 
nal douche be used, 
at the moment of 
sitting down the 

clothes must be drawn upwards and backwards, and a 

pail must be placed under the table into %vhieb there hangs 

a piece of waterproof sheeting, 

which ia fastened to the table. 
Before examination, the bladder 

must be emptied, when there ai'c 

tumours of the abdomen, by 

means of a male catheter. The 

emptying of the bladder before 

flKamination mnstonly be omitted 

in disenses of the bladder and 

nrothi-a (gonorrhcBftl ni-ethritis, 

When the abdomen i 
enlarged, palpation of its. 
with both hands (at 
tnniDura). 

In olhcr oases, after 
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BI-MANUAL EXAMINATION. 5 

bined method of examination is cairied <mt imlcaB tbe 
disease is directly visible on the outer genitalia 
the glance is directed to these parts (condykMnatai 
iiammation, swelling, prolapse and rapture of 
etc.) 

The combined or " U-maamal " 




* [On bi-manual exammation :— In fi^owiag Ike 
for the bi-manual and other examinationf, it moit ahrari W 
bered that the patient is supposed to be lying in Ike Ulksteay 
tion at the edge of the table, and the examimtioe 
middle line. 

In England, examination with the patient lytog oa Ike kfl 
almost universal, and the bi-mannal can be Bade 
almost as well as when the patient is lying on 
patient's clothes are thoroughly looeened at the 
surgeon's left hand can be placed directly on kei 
forefinger is passed into the vagina, and between Ike lickt U 
in the vagina and the left hand on the abdomen, the 
appendages and any tumour that may beprefent is ikmvmdklj 
and examined exactly as described in the text. 

In this (lateral) position, howev^, the ntcms and anj 
tumour is apt to fall to the left side (on whicli the pasiccs a Ij^ - 
and after the chief features of tiie case hare been ande cci, it wIL 
often be found advisable to torn the patient on 
the finger of the right hand in tiie vagina, and witk Ike 
np (which, together with the abdomen, may be 
by a rug) to complete the In-manual eviminitinn ia Ike 
tion. This will establish the exact rdations of tte peNis 
and any tomonr that may be present. 

Note that this corresponds almost exactly to tke method U Tl 

Bnndt deseribed in the text, with the important cxee^tka txat a. 

Imkttar meibod tiie surgeon stands on the left of Ike lalieet, ptl- 

the abdomen with his right hand and mmining tbe 

left forefingar. In the En^^ish method, the mi^euu 

%Vb right; he palpates the abdomen with Ua left ftim 
ind naee his right forefinger for vaginal 
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aista in tie introduction of one forefinger, or wliere thia is 
inaafScient, the index and middle fingers, into the va,gina, 
and in the simnltttneoiiB palpation of the ahdomen nitb 
the other hand. The finger inserted mnst he introduced 
over the perintenm in order to cause no pain to the 
sensitive urethral region. While passing the finger 
through the vagina one estimates its capacity, the dilata- 
hility or bulging of its walls (that of the posterior vaginal 
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wall produced by the overloading of the rectum, that of 
the vaginal vault through tnmoura or exudations), the 
presence of swellings in the vagina itself and their origin. 
As the finger passes along the anterior vaginal wall in 
the middle line, it meets the •portio vaginalis, that part of 
the cervix uteri which projects into the vagina. With re- 
gard to this, one estimates its length, its shape (whether 
conical or flattened or split), its direction (normally the 
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under surface of the porlio looks dowuwards and back* 
wards and titands in the middle line between the epinea 
o£ the ischia), its consistence — the coudition of the ot 
uteri and the presence of any swellings. Considerable 
practice is neeeseary iu the judgment of consistency, 
striking softness is suggeative of pregnancy. The ex- 
pert practitioner diagnoses " ei'osion " from the velvety 
softness of the parts snrrouuding the os uteri, and 
swellings (aach as follicalar hypertrophy and papillary 

These cau cause enormous enlargements of the lips of 
the portio; on theotherhand as n ca e noma, thoy may 
completely destroy it so that tl e iin r at the top of the 
vagina enters in an ulcerated ca fy the portio may 
be wanting, as in congenital absen e of the uterus, or after 
total extirpation, or spread out (as in Hcematometra and 
sabmucona myoma). 

At the OS uteri one estimates its size and shape (a 
small transverse or circular opening in nulliparfe, broad 
enoughtoadmit a fingerandfissuredinmnltiparte), whether 
within it any growths are to be felt (polypi, ovnm, or 
membranes), whether it is lacerated, and if the laceration 
extends to the vaginal roof. 

Now, as the outer hand lies quietly on the abdomen, it 
presses, with outstretched fingers, the lower part of the 
abdominal wall gradually inwards towards the pelvis, 
while the finger within the vagina raises the portio some- 
what upwards and forwards. By this means the fundus 
is made to approach the anterior abdominal wall and ao 
to become perceptible to the hand outside the abdomen 
(Fig. 5), 

The latter now, with the finger tips behind the uterus, 
presses more deeply until the finger within the vagina is 
bronght to the vaginal roof in front of the cervix. 
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In this way the ntems is seized between both hands, and 
these determine its positions, eize, shape, mobility, connec- 
tion with the pelvic walls (from, peri- or parametritic 
ezadationa, or cicatricial adhesions), and its consistence. 
As regards the position of the uIbtus, we find that in 
normal cases the fundus points forwards and npwards to- 
wards the upper border of the symphysis pubis ("ante- 
Teraion"), and that it lies somewhat below the pelvic 
inlet (Figs. 6 and 7). 

The length of the uterus measures 7-8 cm.,* its thick- 
ness, 2-4 cm., its breadth 
at the fundus, 3|-5 cm,, 
the length of the cervix 
measures 3-3^ cm., the 
length of the " portio " 
about 1'8 cm., and the 
thickness of the uterine 
walls varies from 1-2 cm. 
Owing to the fact that 
the portio inverts the 
upper part of the vagina, 
it appears rather larger 
than the measurement 
hei'e given. By practice 
one is able to determine 
on palpation whether the 
nterus is of these mea- 
larger or smaller than normal. 



= 2-8-3'2 inohes. 
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EXAMINATION OF UTERUS. 9 

The shape of the uterus is that of a pear with the 
smaller end directed downwards. 

The anterior surface acroaa the body of the nternH ia 
flat — the posterior surface convex — (the utei-ns becomeH 
globular when it holds any physiological or abnormal 
contents, as in pregnancy, tumours, or Hnjnmtometi'a). 
Further, the body of the 



bent forw 
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uterus 

from the cervix (anti- 
flexion). The nteras should 
allow fi'ee and painless 
movement in all directions 
upwai'ds and downwards, 
to either side, and forwards 
and backwards. In normal 
cases one should be able 
with the volaella to draw 
down the os uteri to the 
level of the vulva. 

If the mobility in a for- 
wai'd dii-ection be limited, 
nnd pain is caused by the 
attempt with both hands to 
draw the uterus forward, thi 
posterior adhesions due to pi 




r is pi-obablj fixed by 
- parametritis (Fig* 



Striking softness of the uterus suggests pregnancy, 
circumscribed hardnesB suggests interstitial myoma, and 
Jiardness of the whole organ is found in chronic 
metritis. 

When the uterus has been examined in this way in all 
directions, one proceeds to notice whether in front of, or 
behind, or near the uterus, any abnormal peri- or para- 
tnetritic coi'ds, exudations, or other tumours can be felt, 
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and if 80, to define their relatioiia to the u tern a, whether ap- 
proaching the latter with a broad attachment or by a- 
pedicle, whether they have movement independent of the 
uterus, and whether they displace the ntems andvag'inal 
roof. (For the complete diagnosis, see special Chapters.) 




In favourable cases it is possible (without anaesthi 

to feel neap the 
uterus, and passing 
outward from its 
lateral corners like 
thin cords, the Fal- 
lopian tubes ; while 
near the aide wall of 
thepelvis the almond- 
shaped and 1 arge 
almond-sized ovaries 
may bo examined 
(Fig. 8). 

Both strnctures 
easily elude the 
fingers on examination. The right ovary is beat exa- 
mined with the right forefinger introduced into the right 
side of the vaginal roof, the leffcovnry with the left fore- 
finger. The hand on the outside of the abdomen must bo 
so deeply pressed in for this as to make it possible for both 
hands to come near each other. The hands are brought 
together first immediately at the uterus and then are 
gradually carried to the aides, examining all structures 
from the sacrum to the pubis. 

In ordertoBucceed with the bi-manual eiamination the 
abdominal wall must be las. The examination is easiest 
under deep anaisthcsia, bat withont this it is also easy in 
patients who have home several children and whose ab- 
dominal walls are lax. The tense and thick abdominal 



THE RECTAL EXAMINATION, II 

walls of virgiiiB or old womeD make tbe examination 
difficult, especially if the patient contract her abdominal 
masclea. 

If muscular contraction occurs from excitement, the 
practitioner asks the patient to breathe in and out qnietly 
with open month, or converses with her. If it arises from 
pain he must seek throughout to gain his end by very 
gradual and soft pressure. 

When he has palpated the abdomen a little while in 
this way tbe contraction usually ceases, or he finds on a 
second examination that there is at least less contrac- 
tion. 

In consequence of this one frequently obtains on a 
second examination qaite different and important resalts. 
In orderto reach as high as possible with the examininff 
finger, it is well to bend the other three fingers into the 
palm and press the perineum upwards with these. 

Usually the beginner does this half-heartedly, and con- 
sequently complains that his finger is too short. Be is 
also apt with his outer hand to dig in directly behind the 
symphysis, and in this way to press the nterns backwards, 
and therefore to feel nothing from the anterior vaginal 
vault between his hands. 

In virgins the internal examination should generally 
bo made by the rectum in order to save tlio hymen. 

The rectal* examination must he made under all 
circumstances when larger or smaller swellings are felt in 
the pouch of Douglas. 



• [On rectal examination :— The part under the tree edge of tho 
nail of the right forefinger and tho groove at ita bme is carefully 
filled withaoap, and the whole finger is anointed with oil or vaseline. 
The finger is then (viaiblj) introduced within the anus, any pile or 
told of akin being proteo ted from iinnecewary pressure. (If any 
fisBure or ulcer of the anu» be seen, tho examination must be omitted 
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Lately I have convinced myself that the hi-mannal ex- 
amination after the method of Thure Brandt is easier, and 
yields more complete results than examination on the 
esamination table. 

For this I use the low couch of Brandt, w ith the modi- 
fication that the lower end ia made to raise. 

The couch of Herr E. Lentz in Bei'lin here figured, as 
used fay myself, is 150 cm. long and 60 cm. hroad, the 
centre-piece 50 cm., and the head and foot 70 cm. high.* 

The patient mnst fully unloose ber clothes, so that the 
hand can be placed freely on the abdomen. Then she 
lies down on the couch immediately at its edge, with her 
legs acatoly flexed. 

The chin is approximated to the breast by a cushion 
placed under the head, the arms lie outstretched on the 

or deferred.) On eiaminatioD through the aaterior w^l of the 
rectum the first thing to be recognised h the ball -like projection of 
tho portio. When this has been sat isfac tori tj made out, the utems 
ia seized between the examining Ragei in the rectum and the hand 
ou the outside of the abdomen— aa in the ordinary "bi-maaual" — 
iLud the details of pBlvic oxaminatioti carried out aa described in the 

It will be found that the poaterior part of the pelvis, behind the 
uterus, cau be more thoroughly explored from the rectum than from 
the vagina. Honoe, rectal osamiaatiou may aomotimos be of special 
value in the diagnosis of tubal and other tumours which tend to fall 
behind the uterus. It is importaut to note that eiaminalion per 
rectum under these conditions must be carried out with the greatest 
oaro and gentleness. It is quite possible by careless or clumsy 
n to burHt a pyosalpinx or tubal pregnancy, and, in this 
le the death of a patient.— J. W. T.] 

■ 160om.-=5 feet. 
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POSITION FOR EXAMINATION. I3 

couch withont any mnscalar contraction. If in this 
poatnre the abdominal walla are not sufficiently relaxed, 
I draw the patient still lower on the couch, so that the 
pelvis lies on the ascending inclined plane at the foot 
(Pig. 9). The left index and middle fingers are now 




@^ 



introduced into the vagina underneath the left thigh of 
tbe patient. 

The advantages of this position, in which we may also 
carry out the massage treatment of Thure Brandt, lie 
in the complete relaxation of the abdominal walla, and in 
the ease with which the palpating right hand moves in all 
directions, while the finger within the vagina examine.? 
equally well the whole pelvic contents, the left forearm of 
the surgeon being supported by the sloping end of the 
couch. 

Those attending my physicians' aud studenta' course, 
in which I allow every one to examine the patients, first 
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on the examination table tind then on ttie coach, are 
always agreeably anrprised at the facility with which 
on the latter they are able to palpate the previouBly 
incompletely or not readily felt uterus, and even the 
ovaries. 

The examination by Thure Brandt's method can also 
be carried out with advantage when the patient is con- 
fined to her bed. It is only necessary to take cave that 
the patient lies upon a firm mattress. The position across 
the bed, as naed in midwifery practice, ia the most com- 
fortable for examination with the speculum and for 
therapeutical manipulations. 

The Ezaminatioa witli tlie SpecTdnm. — After the 
bi-manual examination the practitioner undertakes the 
inspection of the vagina and cervix with a speculum. 

At the vagina he considers the condition of the 
raucons membrane; the quantity and quality of any 
retained secretion ; the situation and size of any existing 
fiatulE, ulcerations, or new gi'owths. At the poitio, ita 
shape and colour (port wine colour in pregnancy) and the 
presence here of erosions or new growths. 

Within the oa nteri he notices a greater or lesa 
amount of discharging macus, either clear or streaked 
with yellow (in the latter case there ia some uterine 
or cervical catarrh), and after removal of this with a 
wad of lint, he may view the lowest part of the 
cervical mncoua membrane in patients who have home 
children. 

After establishing the diagnosis, the speculum further 
serves for the carrying ont of certain therapeutical treat- 

There are three kinds of specula — the tubular, the 
grooved or "duck-bill," and the valvular. Of the tubnlar 
specula the author uses that of Pergusson, in three aizea ; 
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THE SPECULUM. 
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. long, and ^ 



.nd 3's c 



broEid reHpectively 



(Fig. 10).* These sliow 
the portio quicklj, but 
are too long for the in- 
troduction of inatvnmenta 
into the uterus. It ia only 
by very forcibly drawing 

the Bpeculnm backwards that one succeeds in introducing 
a Bound into the cavity of the uterns while the tabular 
speculum is in position. 

For the introduction of the speculnm the labia ore 
spread open from above by the thumb and index finger 
of the left hand, the right thumb ia placed in the wider 
end of the Bpeculnm, while the other fingers (of the right 
hand) grasp it from without. Tiie oiled beak {or mouth) 
of the instrument is then plaocd oa the posterior com- 
missure, the perineum pressed strongly down by this, 
while the speculum, is pushed backwards so far as it can 
go without resistance. 

If the OS nteri cannot now be seen without further 
trouble, light movementB of the lip of the speculum will 
soon bring it into view. 

It is only in very marked anteversion of the uterus that 
it may become impossible to find the " os." 

The tubular specula very easily fall out when not 
held in position. Pad and douche-tube must on this 
account be so placed that they can be reached by the 
right hand. 

During withdrawal of the speculum the vaginal walls 
come into view and can be readily examined. 
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The bi-valve specnluiu, and especially the tri-valve 
Hpeculum of Nott, mneli used 
by the author (Fig.ll},ha8 the 
advantage that it is pecniiarly 
easy of introduction, and that 
it is self-retaining. Itthereby 
permits of the carrying out of 
the minor gyniecological pro- 
mud and "curetting" with the 
greatest ease, even with a very narrow vagina. 

The trivalvnlai- speculum of Nott (Fig. 11) which is 
used by the author, is 10 cm. long, 3 cm, broad, and only 
1^ cm. thick.* The lower blade is made exactly like that; 
of Simon's speculum ; one can therefore rest the curette 
or sound here comfortably. The two upper blades leave a 
free space in the middle, so that one can easily raise a 
volaella fixed in the portio. 

The specnlnm is introdnced with its breadth lying in 
the sagittal plane, then turned about a right angle, and 
guided as far as possible backwards down to tbe portio. 
While the left hand holds the speculura firmly pressed 
against the pubic arcli the screw is turned to the right 
with the right hand until the portio becomes visible. If 
the beak of the instrument turns out to be too far for- 
wards, as often happens, the lower blade (when the screw 
isturned) pushes the portio backwards ; on the other hand, 
if it ia too far hack, the upper blades may pash the portio 
forwai'ds. In these cases the screw must be turned back, 
and the beak of the speculum pushed in the opposite 
direction. 

The author can warmly reconimend this speculum to 

• 10 cm. = 4 inches. 
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DUCK-BILL SPECULUM, 
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the practitioner vho h»a no assistftnt at his command, &nd 

wbo wiehes to expose the whole of the cerrix. 
Of the grooved or " dnrfc-bill " 

specnlfl, those of Simon are chiefly 

nxed in Germany (Figs. 12 and 

13). These draw the vaginal waifs 

farthest apait, take by far the least 

room, with as little rotation as 

possible they bring into position 

the most different parts of the 

vftgina and portio, and aci^ommo- 

dafe themselves to the most varied 

positions of the portio and vagina. 

They are therefore indispensable for 

all operations in the vagina in which 

sutures are needed. On the other 

hand, for consnl ting-room practice 

they have the disadvantage that one 

needs an assiat&nt to hold the anterior 

and posterior blades. Perhaps one 

may manage without this in the 

following manner: — The posterior blade is first intro- 

dnced, the anterior vaginal wall pashed upwards with 

tsis -t^ the left foi'efinger, and the portio, 

H^fl^^^ made visible by tbia, seized with a 

^^9^9f vol sell a, and drawn forwards. The 

^ ^^ posterior blade of the apeculnm is 

usually self -retaining ; through the 
traction on the volseila with the left 
hand, the portio remains visible ; and 
one has the right hand free for the in- 
troduction of instruments. The author 

uaes two posterior blades, 3^ and 3| cm. broad and S^ 

and lOJ cm. long respectively, with one anterior blade 
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blade 






2^ cm. broad atid 7| cm. long.* The poster 
ia carried backwards with strong pressure on the 
perineum to the end of the beak, and then tilted 
sharply upwards in order that the portio may he 
I by the wide cul-de-sac of the apeculnm. The 
■ blade is simply introduced as far as possible 
withiu the gaping vagina. The anterior 
and posterior blades must be held so that 
the ends within the vagina press back- 
vrai-da and upwards and backwards and 
downwards respectively, because simple 
traction upwards and downwards will pull 
them out. Daring operation the lateral 
vaginal walls may, if necessary, be held 
apart with retractors. Shonld the prac- 
titioner not succeed at all in showing the 
portio with these various specula, he 
seizes the cervix with a volaella (Fig. 14), 
and then passes in a Simon's or Nott's 
speculum over this.f 

But the drawing down of the cervix 
should only be practised when there is 
no danger fi"om the presence of any pus- 
collections (Pyosalpinjt) or tubal preg- 
nancy in the neighbourhood of the uterus, 

* 3J cm. = 13 inches. 
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otherwise the sac might burst and prodaoB fatal peri- 
tonitis or internal hsemorrhage. On this acconnt — I 
repeat it once again — the combined examination shonld 
alwajs precede the inatrumental examination. 

The voleella ia introduced over the palmar snrfaoe of 
the left forefinger which is inserted in the Tagioa, so that 
its tip lies against the os nteri. When it reaches this 
point, the practitioner slightly depresses the volsella, and 




opens it to about the thickness of the portio more or less, 
lie then pushes it about a half a centimetre higher, so 
that the under blade lies within the cervical canal, while 
the upper blade lies on the outside of the anterior lip, 
and then closes the instrument again (Fig. 15). 

detected bj the finger rather than by sight. In most coses digital 
«iaminatioii will give a. truer estimate of the nature and extent of 
the disease than can be gained by the uae of the spsculum. Many 
surgeons confine themaelveB to the occasional use of the " duck-bill " 
speculum of Sims or Simon, only employiug this for diagnoatid pur- 
poees ill order (I) to confirm what has already been found by touch 
(2) to examine the oolour of high disuharges, or (3) to search for 
■mall fistulous openings, either acquired or congenital. —J. W. T.] 
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TtiB manipnlatton needs an antecedent Tagiual injec- 
tion of 3 per cent, carbolic, or 1 per cent, ot lysol, op 1 in 
5000 Bublimate Bolntion. On the other hand, if the portio 
is seized first in the speculum it is sufficient to give the 
foimer a swabbing with a wool pad dipped in 1 to 1000 
siibiimnte, or 1 per cent, lysol * solution before inserting 
the volsella. 

Tlie fixation of tlie cervix with a volsella greatly 

facilitates the inlrodnction of all instruments within the 

nteras, althoiigh this may be carried oat under guidance 

of the finger or tbiwugh a speculum. After fisa- 

/tion, the uterus cannot become pushed away by 
the instrament, and anteflexion of the nterns be- 
comes lessened — the attainment of both of these 
objects is necessary in many cases before the 
complete introdnction of instrnments through 
the cervical canal ciin be effected. 

Foimei'ly the most common reason for the 

introduction of an instrument was the sounding 

of Ihe utems in oi'der to establish its lenjrth 

and size, nnd the capacity and dii-ection of its 

cavity. These piBblemfl are solved to-day, for 

„ the most part, by the bi-manual e:(aminat{on 

1 only. Whenever the practitioner wishes to 

, W pass the sound or to introduce any special 

B inslrument within the nterns he must be very 

oKt careful to ensure asepsis of his finger, of the 

_ instrnment, and of the vagina, at all events if 

he introduce the instrument onder guidance of 

the finger. 

• [On IjBoI ;— This aiitineptic, which will be found frequently rc- 
ooiomendod in the lest, is the saponiliod product of coal-tar and chiefly 
oomposedot tho creBols. It h stnted to be superior as a microbicid© 
to carbolic scid, orcolin, uresyl, and other analDgous coal-tnr products 
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sac in. & jn^mam if J iter Mac ic :iictKr^ MiA. 
1 per imnL if I^aiL ii( 'sLssl -ncruric frwot 9^l^ «fti 

oier ofios- afchrmr -girt* if ^axit f uKdsicwr »««» iW <w 



gently iK g jweil farvmr^ cs tstS^iu d:rvcitao«» wulK^ttt MHjr 

met witk at tfe inserDal "* os."* Tbis ohm" emi<«v\>um H^ 
OYCVDone Irr knrenne tlie luundle of the $oami« 

When it is found thmt the soand vriU not }^i^s ^^^^t 
pnsbes the ateros before it. it is best to fix th«» [HU'tio with 
a TcJselln, and let an assistant hold this whilo tho muind 
18 passed onee again as already deseriboii. 

If there is no assistant, a Simon's or Nott^d nptHMihuu 
most be introdoced. In this case tho loft, hi^iid hoUlii ( ho 
Yolsella, while the right hand carrioa tho Nound, nnd thi^ 
practitioner visibly introduces it aa far um poHnihlo within 
the cervix. He now places the tip of tho v\^]\i Unvilwy^t^r 
(or the tip of the left when passing tlio houiuI wit htiutt m 
specnlnm) on that part of the sound wliioli ivMn aifuliiMt 

(Gad^ and Guinard). It is sold in cominoroo an a dark bftmii lii|iilil 
which is freely soluble in either hot or cold waior. 1 1 U iioiiMMury Ui 
use soft or distilled water in order to obtain a jxtrfmitly (f|c»ar mihiUuii. 
Hard water (owing to lime-salts) makes the solution turbid. Tliis, 
however, has no efiPeot on its tberapeuiioal valuo. It is "ruailljy 
soluble, reasonably active, and very cheap " (H<|uibl>'« i^^hmuntf 
February 1898).— F. E.J 
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the OS uteri, and withdraws finger and Bound togetliei' 
without removing the finger iraia its position. 

In this way the practitioner measures the length 
of the cavity of the uterus. The direction he can 
estimafo by noticing whether the point of the sound 
passes forwards or backwards or to 
ler side, its capacity by the varying \ 
» with which the sound can be 
moved within the uterine cavity, and 
the thickness of its walls by palpation of 
the point of the sound from without 
the abdomen. When the tubes are 
abnormally dilated, the sound may pass 
into these ; when thewalla of the uteras 
arc weak and thin, it may perforate 
them. 

Under both of these circumstances 
the sound passes much fai'ther than the 
distance corresponding to the size of the 
uterus RB diagnosed by the bi-manual 
examination, in the latter case the pi'ac- 
titioner may also feel the point of the 
sound just beneath the abdominal wall. 
If the sounding' has taken place under 
full antiseptic precautionB the perfora- 
tion will do no harm, provided that one 
does not inject any caustic afterwards. 
Fie 17 "^^^ moat practised hand may pei-forate 

the softened uterine wall — one can ' '"" 
only throw blame on the examiner who does not notice 
the perforation. 

The Fritsch Bozemann uterus catheter (Pig. 17) for 
washing oat the uterns, Branne's syringe (Fig. 18) for 
tho injection of medicated fluids, Plajfair's wool-covered 
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probe for caustics (Fig. 22], hollow or solid dilators for 
dilatation of the ntertis, a thin strip of iodoform ^aaze held 
between long anatomical pincettes for dilatation of the 
utei'tts, or for the stoppingof liEennorrhage.and the cnrette 
for scraping out the cavity of the uterus, nre all introduced 
according to the principles just described. All may, how- 
ever, be more convenieatly done through a SimoD's or 
Nott's apeculnm after fixation of the portio with 

Washiiiff oTit of the atoms, which should 
always be preceded by radical disinfection of the 
vagina, is used befoi^e every operation on the uterus, 
and also in cases where decomposing contents, 
which cannot be entirely removed by curetting 
only, are retained within the uterine cavity. In this 
case the praetitioner uses a 3-5 per cent, carbolic 
solution, or a 1 per cent, solution of lysol. 

After the washing out, the author finishes the 
operation with a tamponade of the uterus after the 
method of Fritsch, using iodoform gauze dipped io 
iodoform-glycerine. This seems to mo to be the 
mos t convenient method of permanent drainage as 
the iodoform makes the decomposing secretions 
harmless at the moment of their origin, and the 
gauze facilitates direct outward drainage. If the 
cavity of the uterus is sufficiently open I push in 
the gauze quite to the fundus of the uterus with an 
anatomical pincette of 30 cm. in length (Fig, 19), and 
then gradoally fill the whole uterus from within out- 
wards. In other cases I place the gauze at first only in 
the OS uteri, and then, with a moderately firm sound, or 
better still, with the grooved sound of Asch, push this 
further in. If the cavity of the uterus has been plugged 
on account of hsemori'hage, the vagina must afterwards be 
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filled aUo, and best with ealicyl wool, whicli is less 
absorbent. 

If the tamponade rtinat be made without a specultim the 
anterior cervical lip is seized with the volaella, nnder 
gaidance of the forefinger, the portio is drawn down to 
the vnlva, and then the tamponade is made. 

In case the portio will not come down so low, the 
volsella are handed over to an aaaistant, strips of gauze 
are guided over the left forefinger by means of the long 
pincette into the ob nteri, and the tamponade is finished 
as already described. If no assistant be at hand, the 
simplest way is to hold the bos of material for tam- 
ponading between the knees. 

The vftgitiEd tamponiide is made most securely by 
means of Simon's speculnm. First the posterior and 
then the anterior vaginal vault is securely filled by 
salicjl wool tampons, and others are then pressed 
against the os uteri. The lower third of the vagina is 
left comparatively free, as otherwise severe pains and 
retention of urine may be caused. Tlie long pincette 
serves for introduction. If there is no severe hMmorrhage 
at the time, the vagina is filled with iodoform gauze, well 
disinfected, and the patient allowed to remove this her- 
self after twenty-four hours. If no speculum is at hand, 
the tamponade is carried out as follows : The posterior 
vaginal wall is depressed with the fore and perhaps 
middle fingers of the left hand, and upon these fingers as 
a speculum the 6rst tampon is placed in the posterior 
fornix with the right forefinger or a paii' of forceps. In 
order to carry the tampon so far it is sometimes neces- 
sary to remove the right foi-efinger and to push np the 
tampon with the left fingers into the vaginal vault. Just 
an strict precautionary antiseptic measures ai'C required 
for the carrying out of the various methods of tamponade 
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aa foi- operatioiiB on the uterus. Bafoie tamponading 
the externa,! genitals, the vagina and finally the uterus 
should be disinfected. The author i-ecom mends the I 
per ceut. solution of Ijsol as the disinfectant. This bae 
the advantage that it lubi-iuates the genital canal, and 
therefore the tamponade is done more easily after its use. 
After full disinfection the bladder is emptied with a 
catheter. In case of faecal accumulation within therectam 




tbe latter should have been previously cleaied out with 
an enema. 

The hands, instruments, and tarn ponading material must 
be aseptic and germ free. Tbe materials must be impreg- 
nated with an antiseptic in order to prevent the develop- 
ment of germs already normally present in the genital 
tract, and in this way to hinder the decomposition of the 
secretions soaking the plugs. A simply aseptic plug 
becomes font within a few hours, but plugs of iodoform 
ganze and salieylic wool can be left in several days 
without giving off an offensive odour on removal. At the 
same time the material impregnated with antiseptics must 
be sterilised with a current of steam in order to destroy 
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auy gerraa still in it. The author lias recently canaed 
the material for these varions methods of tamponade to 
bo manufactured ready for use. The material is packed 
up in metal-foil covered packages, wiiich are aterilised in 
a jet of steam and then hei-metically closed. 

The case "No. a" contains 1 ^-m. (15 grs.) of iodoform 
powder, two strips of iodoform gaune, 5 m. long {55 
yards), and 10 cm. (4 in.) and 3 cm. (1^ in.) broad, and 
20 grraa. (5 drachms) of salicyl wool. 

With this case, \vhich, together with cases 1 and 3 
(Pigs. 20 and 21), are found of great nee in obatetrio 
practice, the methods of tamponade already mentioned 

\ft [nay be conveniently carried oat. The gynte- 
ll Gologist can therefore prescribe these cases as 
|j suitable for use after operations. 

Any surplua material can bo used up as an 
outside pad. 

The case No. 3 is filled with sterilised salicjl- 
wool tampons. 

Caaterisatioii of the uterine mncoas 
membrane. — The author prefers to carry this 
out by means of a Playfair's probe, sur- 
roundcrt with wool. This instrument, drawn 
out at the point and roughened on its side, 
after Fritsch (Fig. 22), and covered very lightly 
with salicyl wool, is passed within the uterus, 
and the latter wiped out with it. Now a 
fresh little probe in dipped in the caustic and 
I'K. -■-■ quickly introduced into the uterine cavity. If 
this is done slowly, the internal os contracts and the 
full entrance of the probe within the uteres is rendei-ed 
impossible. Both before and after the application of the 
Playfair's sonnd it is best to wash out the nteros with an 
antiseptic solution. 
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After the removal of the little probe covered with 
caiistic, a atrip of iodoform gauze, or a wool tampon 
dipped in iodoform -glycerine and provided with a string, 
ia placed against the portio, in order to protect the vagina 
from any out-trickling drop of caustic. 

This cauterisation, and especially 
caustics,* very often gives I'iae to 
considerable uterine colic, a sign 
that the uterus itself is firmly 
contracting. The pain may he 
avoided by the use of narcotics. 

After the canterisation blackiah 
ahreds or coagula freqnently come 
away, a circumstance respecting 
which it is well to forewarn the 

These cautery- sloughs must be 
removed from the vagina as qnickly 
as possible in order cot to give rise 
to serious decomposition. 

Theii' removal is effected by the 
antis^lic washing out of the vagina. 
The author does not order sub- 
limate now for this purpose, hut a 
J per cent, lysol solution exclu- 
sively. The original flask forma a 
meaaure-glasB as well. Vaginal 
douches ai'o used in the recnmhent 
position. Should large quantities 
of water (4 litres and upwards) be Fig. i.t. 

* [The injectioa of caustics h not advocalpd. Tbo hozzIq is juiBaeil 
to the fundus, retracted, und the fluid ejected. The fluid ia sucked up 
again, and the noMie withdrawn into the oerviJi, where the fluid i» 
"gain ejected. The uterus is washed out before aud after,] 
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made use of for metritis, para-, and perimetritis, the 
amoant of water concerned, having a temperature of 
30-40° R. (100-120° F.) (beyond 35° (100° F,) it is termed 
a hot donclie), is poured into a clean veBsel, from which a 
syphon hangs (i^'ig- 23). 

The vessel is placed 1 m. (40 in.) atove the bed, while 
the patient lies on a bed-pan (previously filled with 
water), which is furnished with an overflow pipe that 
hangs into a bucket. 

The patient begins the douche, and immediately a con- 
tinuous stream of water is started between the vessel 
already mentioned and the bucket that is standing under 
the bed. Thia stream of water flows altogether into the 
bucket. 

If the patient has no bed-pan the douching can tale 
place on the corner of the bed. 

These methods avoid the repeated filling of the irri- 
gator with water and also the frequent emptying of the 
bed-pan. The patient can also manage easily without an 
assistant. 

In order to stretch the vagina the patient must close 
the vulva with one hand, and only from time to time 
allow the injection to pass out. 

Syphon aud gloss tube must be kept very clean, and 
placed from time to time in a solution of sublimate 
(1 ; 1000). 

The douche is ordinarily used both morning and even- 
ing. After each injection the patient must rest for at 
least an hour. 

Dilatation of the ITteraK. — The author gives the 
preference either to the method of dilatation with solid 
metal dilators or to dilatation by means of the uterus- 
tampon&de with iodoform gauze: the former in cases 
where the patient is aneestbetised ; the latter in all 
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other cases. Of the many varied dilators in the 
market the author uses those of Fritsch in twelve 
sizes; the largest being of the thickness of a finger. 
These are reckoned, under anessthesia, within a few 
minutes to produce such dilatation of the cervix that 
the finger can be introduced within the uterine cavity. 
The dilatation is preceded and followed by a uterine 
injection. 

A continuous firm tamponade of the uterus produces 
(as Yulliet has shown) such a gradual dilatation of the 
cervix that the finger can be introduced.* The tampon 
remains for 48 hours. If the cervix is firmly closed a 
course of 6-8 tampons is necessary, the dilatation occupy- 
ing from 15 to 20 days. 

On the other hand, if the cervix be already somewhat 
open, as is often the case when some intra-uterine 
tumour is present, the author has found in 24 hours 
sufficient dilatation for the passage of his finger. 

This method has a curative efEect in addition to its 
use for exploration. The uterus becomes expanded and 
excited to contraction. 

The entrance of the finger through the cervix is 
assisted by grasping both lips with volsella. With 
traction on these the cervix (like the finger of a glove) 
is drawn over the entering finger. 

Pressure on the fundus by a hand on the outside of 
the abdomen still further helps this mancBuvre. 

Dilatation may be carried on by means of tents. 
These, however, must be most carefully disinfected 
before use. 

Perforated laminaria tents become aseptic and flexible 
by preservation in a 1 per cent, solution of sublimate in 

* Not in all cases (Author). 
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alcohol, or by keeping' for li days in a 10 per cent, soln- 
iion of iodoform in ether. 

The practitioner introduces the tent by means of the 
anatomical pincette ; the end of the tent mnst lie " flash " 
with the external " oa," and a pad of iodoform ganze 
should be applied immediately below tliis. The tent 
remains ia position for 24 hoai's. 

Under certain circamstances the three methods here 
described may be combined. The second method (that 
of Vulliet) has the advantage that it can be coiried out 
while the patient is walking about. 

The iiiBfcnuaeutariam. which tlie practitionei' needs 
for examination purposes is fairly simple. The following 
ioBtmmenta are necessary -.—* 
3 Fergusson's speoala. 

1 Nott's Bpeculnm. 

2 Simon's specula. 
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* [On the eximiuatLOD-iegtrumetits :- 
BS foliowfl : — 

1 Sima* ("Duui-bill") 

Bpeuulum. 
1 uterine sound, 
3 wad-holders. 
3 Plajfiiir's probes. 
To those should be aililed tUe following instriiii 
which are used iu minor surgical treatment : — 

1 scissors, China bowls and baein. 

2 pairs of oatoh-forceps. 
1 lancet, or Rhnrp scalpel. 
Absorbent wool. 
" Strapping." 
Safotj-pins. 

(The use of boiling water for immediatB sterilisation of iustrutnentB 
and repeated diBinfection of the hands forms the best guide to aaeptio 
practice in the conaultiiig-roora,)— J. W. T.] 



■This list may bo reduced 

1 anrgica! probe. 

1 vol sella. 

1 glass-catheter. 

iutsaud accessories 



Drainage-titbiDg. 
Iodoform gauze. 
Antiseptia soap. 
Uand-brush. 



THE INSTKUMENTS. 



rl.2 TolBBlla. 
1 aterine Boaiid. 
2 Playfaii''fi pi-obes. 
2 watl-holderR (Fig. ■24). 
1 glass vagina tute. 
1 small-sized Fritsch-Bozomann catlieter. 
1 long anatomicul pincette. 
1 Cowper's scissors. 
1 male catheter. 
1 Aacli's tampon- carrier. 
With the exception of the FergaBSon's specula 
and the vaginal tabes all the instrnra-eata are best 
made of metal. 

Besides these, the practitioner will need salicy!- 
wool and 5—10 per cent, iodoform gauze — the 






it into 




id strips for the 
tamponade of uterus and vagina, 
must be packed in cases ivhich, 
after exposure to st-oam, are her- 
metically closed. These casos 
(Fig. 25), which the author for- 
merly prepared himself, can now ^''^' **' 
be ordered from the apothecaiy or in- 
strument maker, and may be con- 
veniently used in practice without any 
danger of contamination. 

Further, two irrigators with syphon 
and glass tube are neceaeary ; the one 
for warm sublimate solulion (1:5000), 
the other for warm carbolic (3 per cent.). 
One pan is needed with the same car- 
bolic solution for the keeping of the 
instruments, one pan with sublimate 
solation (1 : 1000) for disinfection of the 
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handa, one pan witli simple boiling water or a wash-hand 
baaia for soaping and brushing the hands. 

The practitioner must keep in atocb carbolic acid, 
sublimate, tincture of iodine, chloride of zinc, acetic acid, 
iodoform, and glycerine, and some cai'bolic oil or car- 
boliRed vaseline for oiling the specula. 

Tbe above-named instruments lie best dry, in a glass 
ti-ay which stands at an easy distance on a little table 
close to the examination couch. 

The instruments which are needed are placed in car- 
bolic solution, as well as the glass tube of the iri'igator. 
The practitioner must be able to reach the pan containing 
these from his seat. On the little table I place a basin 
as well. This receives the soiled instruments. 

Herr Lentz, the well-known locksmith, has manu- 
factured after ray instractions a handy table made of 
iron and glass, with special irrigator and holder for the 
vaginal tube and n terns- catheter. 

If an insti-ument be used, it must be first cleaned with 
soap and brush before it is replaced in the cai'bolic sola- 
tion. The tubular specnla must be wiped out with wool 
and laid in a 1 in 1000 subJiinate solution. 

When there are dirty dischai^es, (he inslrumenta which 
liavG been used must be thoi-oughly boiled or properly 
sterilised. Whenever the sui'geou sterilises hia instm- 
menta for the major operations, he should also Bterilise 
the instruments in daily use. 

The necessity for a thorough disinfection at the first 
examination is self-evident. Each succeeding examination 
should be preceded by a quick washing of the hands in 
soap and warm water, and by a brushing in a 01 per cent, 
solution of sublimate, ao that the surgeon may not infect 
the patient with any septic matter by means of the various 
therapeutic measures he may undertake, or carry gonorr- 
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baial infection from 0110 patient to another. The whole 
antiseptic npparatna is essentially very much simplilied 
by the use of lysol. The practitioner then only uses one 




irrigator and one pan, both containing ^-1 per cent, of 
Bolation ; the latter for the preservation of the iustni- 
meiits and for the disinfection of the hands. 



The DiBinfection of Instruments and Accessories. 

The instruments, which should bo plated, solidly 
soldered, and made entirely of metal, must be sterilised 
before every operation, however saiall. The practitioner 
has choice of two methods — the boiling aud the hot air 
methods of sterilisation. Boiling the instraments is the 
quieter and more simple method. It can be can'ied out 
in the patient's house, all that is required being a fairly 
large saucepan, boiler, or kettle with a closable lid, in 
which the instruments, covered with water, are boiled for 
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five to fifteen minutes. By tying the instruraents in a 
tflwel one can lift them out oE the boiling water or tarn 
them over, even iu a Email kettle. After boiling, the towel 
with its enclosed iustmments is placed in a 1 per cent, 
solation of lyRol. By this method the inatrnmeuts Boon 
become spotted, and the knives and needles blanted even. 
from a single boiling. These disadvantages may be pai-tly 
avoided by boiling in a 1 per cent, solution of soda. If 
the instrnmenta ai*e boiled immediately after operation 
they must be brushed first with soap and warm water. 

The 'second method leaves the instruments quite un- 
altered. It has in addition the advantage that the surgeon 
can sterilise his instruments at home in a metal case or a 
suitable asbestos* pouch, and they arc then readyforuse. 
The lid of the metal case, which should be removable, 
serves as an aseptic instrument tray. The disadvantage 
of this method is that one retinirea one's own sterilisator, 
which consumes a considerable amount of gas. The 
apparatus is not absolutely necessai-y. The baking oven 
of the kitchen-range easily reaches a temperature of 
150° C. (302° F.) and more, a point which my friend Dr. 
Hiincrmann has noted. A thermometer graduated to high 
degrees is all that h necessary to avoid a rise above 170° 
C. (338° F.), as by higher temperatures the blades of the 
scalpels are affected. 

It is sufficient for practical purposes to sterilise for one 
hour at a temperature of 150° C. (302° F.). For hot air 
sterilisation, tho apparatus of Lantenschliiger has served 
me well. The temperature of tho whole interior is a con- 
atant one in contrast with that of other apparatus where 
the heating is from the bottom. The apparatus is fitted 

* Those aro made by Heagts. Suhmidt and Engmtmu from the 
Duthor'g dcFcripLiotis. 
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with a Buitable therm -regulator (Pig. 27). When the 
thermometer stands at 170° C, the temperature in the 




vicinity of the instvuraenta ia lO'-^O" lower. These 
variations shonld be estimated by moans of a masimnm 
thermometer placed among the instruments. In this 
apparatus catgnt and spongeB can bo atoriliaed dry. 
They will bear loO" C. of heat for one or two hours with- 
out injnry if they have been well dried for half an hour 
at 80° C. previously. Benckiaer and Doderleiu deraon- 
atrated this. Thia method has the advantage of great 
eimplicifcy, and in addition, sponges and catgut are much 
sily carried about when dry. I steriliae my 
in a tin box (see Pig. 31), and the catgut after 
Benckiser's method in envelopes which are then cloaod. 

Immediately before uae the sponges are placed in a 
3 per cent, solution of carbolic acid, or a J per cent, solu- 
tion of lysol, or 0*6 per cent, solution of common salt ; the 






catgnt i 
tious. 



laid for a little while i 



i of those solu- 
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Another way of ateriliaing catgut is that of Bei^mann, 
which IB worthy of i-eeommendation. The catgut is placed 
in ether for 24-28 hours to remove its fat, and it ia then 
kept in a solation of 1 gramme (15 grains) of suhlimate, 
in 80 grammes (2'5 ounces) absolute alnohol and 20 
grammes (5 drachma) of water. Catgut is now sterilised 
by boiling In alcoholic antiseptic solutions. 

The Bilk can be boiled with 
the instruments before use, or it 
can be rolled on glass platea or 
spools and boiled at home, and 
picserved in a 1 pei cent 
solution of corrosive sublimate, 
oi a 5 pel cent solution of 
ciibolic acid 

Silk can also be sterilised by 
the steam method For this 
purpose it iq placed in a tin 
case, which alao facilitates its 

All tho other at tides used, 
the dressings and binder, the 
diam tubes and rubber tubing, 
the operating apion (cloak) — 
(if lint compresses arc used 
instead of sponges tlieae are 
included), the mackictosb and 
sheeting must be steriliaod for 
half an hour in the ateam current. For this also the author 
uses an apparatus by Lautenschlilger, which acts in Buch 
a way that the dressings do not require drying after steam 
sterilisation (Fig. 28). Wlion the operator uaea silk and 
lint com proBBca, bo can, by boiling, sterilise all the things 
necessary for the operation at the house of the patient 
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before tlie opertttioa. B; this pl&a the cafi'iage of the 

armamentarium ig simplified. Lint compreeses are by no 
means so soft and elastic aa apongeB, and, 1 
thBj iiTitate the peritoneara much more. 



Preparation of the Cervix, the Vagina, and the 
PerinBeam for Operation. 

Whenever possible, the patient is paired two days 
before the operation. 

On the eve of the operation the patient takes merely a 
cnp of tea and a biscuit, and a simple enema is given. 
This is repeated three hours before the operation. After 
the bowels have acted the patient takes 15 drops ot 
tincture of opium, has a warm bath, and puts clean linen 
on. A pad soaked in lysol or corrosive sublimate solution 
is applied to the beliy and the vulva. She must take 
nothing beyond a cnp of tea on the operation morning. 
In hospitals the patient is placed on a special operation 
table, but in private houses a strong narrow table, which 
need not be more than 40 inches long, will do. A mattress 
or several clean thick sheets (clean bed-sheets folded are 
the best) are laid on the table, and over these a water- 
proof sheet, which reaches to the pail under the table. 
This need only cover the lower half of the table. At the 
head of the table is a pillow. The patient, dressed in 
stockings, night-dress, and jacket, is laid, or places her- 
self by means of a footstool, upon the table, so that the 
vulva lies in the vertical plane of the lower end of the 
table. The night-dress is tucked np as high aa possible. 
The patient lies down, and a stool is placed to support 
her feet. She is anoesthetised in this position. 

In very susceptible patieata it is better for antesthesia 
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to be induced while they are in ted, and in another room, 
in order to spare them the sight of the instruments and 
preparation a. 

Anxatliesia* is usually indnced in gynsecologieal 
wort by cli Iodoform. It was the renowned English 
gynecologist Simpson who first nsed chloroform as an 
anmsthetic. In the technique we mnst at once di'aw at- 
tention to a great mistake which all beginners make in 
giving chloroform. This la at the commencement they 
pour on the ehlorofomi in quantity instead of in di-ops, 
and that they take away the mask as soon as tonching the 
eyelid does not cause closure of the lids. Only a few 
drops at a time should bo poured on, about 30 drops in 
ii minute at first until the conjunctival reflex is lost, after 
which G-10 drops a minute are sufficient to keep up the 
aniesthesia. As precautionary measures before giving j 

chlorotorm, any foreign bodies mnst be removed from the J 

month (false teeth), the pulse and respiration mnst bo ' 

watched nnceasingly. If the breathiog stops, the tongae 
must be pulled out at once with a paii' of fine Muzeux 
forceps. If the breathing nevertheless continues super- 
ficial or ceases entirely, and the pupils (which in proper 
aniesthesia are smail and do not react) ai'e quite big and 
do not react, the face has a deathlike expression, the 

* [On anEeBthegia:^Tlie best and Hmpleet method oC obtBirimg 
md keeping up anitplheFiij in, in our opinion, ns rollowa :— 

Take too parts at ctber and one of chloroform and mix tbeiti. Of 
litis mixtuie place a sufficiency for the operation into a Clover's 
inlialer. Qive tbe mixture bj means of the inhaler, and use no sir 
bag. Tbe patient is allowed to draw a few breatba Ibrougb the 
inlialer before tbe anKKthetic is turned on. Tbiu is tbeu graduallj 
turned to lull. Once the patient i* under, the indicator is kept at 
aliout 3, u)itiltbeopcratiou in over. Much air ia tbus always admitted 
and no sudden varialioDBand coueequent danger? are popsible. — P. E 
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lips are cj'anosed — artificial respiration, preferably by 
Silvester's method, mnst be performed at once. 

For this purpose the head is depressed, tho opei-ator 
seizes both forearms near the elbow nod estendB both 
arms as widely as possible over the shonldera and head — 
inspiration; then by flexing the foreanns rectangularly, 
the arms are preeRed firmly against the sides of the thorax 
— expiration. These movements should not take place 
too rapidly, but about twenty times a minute. If, as ia 
usually the condition in those cases, the heart's action 
ia feeble, an injection of ether is given subcutaneoaaly. 
Artificial respiration should be continaed until regular 
apontaneons bi-eathing sets in. The stopping of breathing, 
when it occni'S in the atago of excitement, as "spastic 
asphyxia," is much less important. In this state the en- 
trance to tho larynx is blocked by the falling back of the 
tongue, This accident takes place even while the reflexes 
are still present. By drawing the tongue forward tho 
breathing is at once re-established. If the jaws are 
tightly compressed the lower jaw should be pushed for- 
ward, in order to open tho mouth. This ia done by 
Eamarch-Hei berg's method. Both forefingers are placed 
behind the ascending rami of the jaw, and the jaw is 
presRed forward strongly. ]f tbi.s manipulation does not 
HQCceed, a gag mnst be pushed between the teeth, and 
the lower jaw prized open by separating the blades of the 

Most cases of " chloroform SBphysia " are primary dis- 
turbances of respiration. If the onset of the disturbance 
be recognised, deatli from chloroform does not take place. 
In rare cases heart paralysis p m y a d g ally 
causes death. Together with th m th d fa ta e 
already given, Maass's direct I a t n a h Id be 

done in these heart cases ; this t n q k n [ s 
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sions of the region of the heart about 120 times in a 
minnte. If vomiting comes on during anteathesia, the head 
should be tnrned to the side on the first movement of 
Ruffocation, bo that the vomit maynot get inf-o the larynx. 
This same manceuvre should be done when ancestheaia is 
finished. In order to prevent vomiting during an sesthesia, 
chlorofonn should be poured freely upon the mask, and as 
soon as the bead has been tnrned to one eide the mask 
fibonld be applied. Vomiting after antesthesia stops most 
qnickly when the patient takes absolutely nothing, not 
even fluids. For very great thirat simple washing ont of 
tba mouth, a sip of tea, or a piece of ice are useful. In 
acute anasmia anotstbetica may be given, but only in 
small doses. Of late many operators have returned to the 
old plan of inducing antesthesia with ether. This has the 
undisputed advantage over chloroform that the deaths by 
paralysis of the heai-t are entirely wanting. The pulse, 
even after long-lasting laparotomies, in ether antesthesia 
is better than at tjie beginning, while in chloroform 
antesthesia it may become very small. On the other hand, 
the after effects of ether are moch more unpleasant than 
those of chloroform. In many cases bronchitis arises, 
and in one instance the author saw a case of creeping 
croupous pneumonia which endangered life. Ether also 
imtates the kidneys, and may exceptionally oanae renal 
htemorrhage. The author lost a case of total extirpation 
in which the autopsy showed granular kidney and acute 
nephritis. He has therefore, after nsing ether for half a 
year, gone back to ehlorofoi'm. 

For inducing ether anffisthesia the author nses Wan- 
Bcher's mask, which consists of a face piece and a rubber 
bag. 50-100 grammes (15 to 3 ounces) of ether are 
poni'ed into the bag, and the face piece is slowly brought 
to the face and is fixed there firmly as soon as the ether 
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vaponr ceases to excito spasm ai the glottis. By agittiting 
the inhaler the patient breathes concentrated ether vaponr. 
As soon B3 bi'eathing stops, the agitation must be stopped, 
and the mask removed for a moment. Every other ob- 
Btrncfion to breathing must be i-emoved beforehand. The 
head must be kept turned lo one side, and the lower jaw 
pulled forward. For this four fingers of the left hand are 
placed under the chin, ivhilo the thumb keeps the mask 
on the face (Grossmaun). The other hand is thus fi-ee for 
shaking the bag and controlling the reflex and the pulse. 
The latter does not require continuous supervision. The 
cyanosis and the rattling breathing, which is due to copious 
secretion of mucus in the air passages, are annoying at 
the beginning. A flame should not be brought near the 
inhaler for fear of explosion. The usual fixed light.'i in 
an opei'ation I'oom are in this respect without danger, 
because the heavy vapour of ether sinks to the floor. 

Chloroform gives off clilorine and hydrochloric acid in, 
petroleum or gaslight (Stobwassev, Kylj), and this may 
cause inflammation of the lung (Zweifel ). In small rooms, 
therefoi'e, thorough ventilation should be obtained after 
an operation. 

As soon as the patient beg 
is applied r in the absence of 
The most convenient cratch i 
very pleased with it 
[called Clover's in 
England]. It consists 
of two padded half 
rings, which are united 
by a cross-bar. These 
half rings are applied 
below the bend of the 
knee, and fastened to the leg by straps which buckle on 



to go under, the ci'utcb 
i is in vain able, 
that of Schauta, and I am 
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tlie outer side. A strap ia fixed to t!ie cross-bar, which 
is earned over one Bhonlder and under the other arm, 
and pulled so tightly that the lithotomy position follows, 
or if the thighs he still more flexed, a dorsococcygeai 

This crutch has the 
fui'tlipi' advantage that 
it can be easily taken to 
pieces and carried in 
a small bag. Kelly's 
crutch is simpler. 
Fig. 30. In the meantime the 

operator and his assist- 
anta have got themselves ready for the operation by 
patting on linen operation smocks (the operator wears a 
waterproof apron nndemeatli this), by taking ofE rings, 
by cleaning tho nails from visible dirt, and by disinfect- 
ing themssives. 

Then the nails, the hards (each finger separately) are 
brushed vigorously for five minutes with sonp and warm 
water. The soap lather is washed ofE from the hands and 
brashes with fresh water (soap and corrosive sublimate 
combine, and the antiseptic power of the sublimate is 
injured), and then the nails, Lands, and arms are brushed 
for two minutes in a warm O'l per cent, solution of cor- 
rosive aablimate, or a 3 per cent, solution of carbolic acid. 
Instead of this by Fiirbringer's method the hands arc 
brushed for u few minutes first with soap and waim water 
and lysol, secondly in spirit, and lastly, in warm 0'2 per 
cent, solution of corrosive sublimate, or 3 per cent, solution 
of carbolic acid. 

When a 1 per cent, solution of lysol is used the fore- 
going washing is not necessary. The hands are brushed 
simply for five minutes in a soapy lyaol solution and 
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rinBed in normal ealino Bolutioii. The careful waahin^ 
■with soap and water may be followed by scrubbing in 96 
per cent, alcohol with repeated dnsing oS of the alcohol 
in sterilised water. Or the soap and water may be fol- 
lowed by dyeing the hands black in a hot saturated solu- 
tion of permanganate of potash and bleaehing them in 
hot saturated Bolntion of oxalic acid. The hands ar& 
finally cleared of acid by rinsing in boiled water. 

Now as to the disinfection of the patiect. 

The vnlva is well soaped, shaved, and, with the 
neighbouring parts (the inner surfaces of the thighs and 
the anal region), is disinfected most conveniently by Fiir- 
bringcr's method, or with a 1 per cent, solution of lyaol. 
Then the vagina and uterus ai-e washed out with a 3 per 
cent, solution of carbolic acid, or a 1 per cent, solution of 
lysol, and at the same time, when the parts are safBciently 
dilated, the solution is rubbed into the vaginal and cervical 
walla with the fore and middle fingers. The catheter is 
now passed and the douche allowed to play. The catheter 
is left in the bladder, and for this purpose an india-rubber 
tube is fixed upon it and clamped. 

The use of the irrigator during the operation has the 
advantage that the field of work is fully exposed to view 
by the continnous removal of blood. Larger sparting 
vessels ai* naturally seized and immediately ligatured. 
A 0-6 per cent, solution of purified common salt is the best 
for irrigation, as pure water causes the tissues to swell. 

If no sterilised water (either by boiling or filtering) i.s 
to be had, then an antiseptic must be used, as, for instance 
1 in 10,000 corrosive sublimate solution, or ^ per cent, 
solution of lyeol. When operating in a private house the 
solution ia made in a clean can, and a siphon tube is 
placed in the can, which ia set npon a cupboard or suitable 
rest. The flow is regulated by a cinmp or by simple 
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nipping or squeezing the tnbe. Like most operators tho 
author has giveu up irrigation and tte tlood is sponged 
away with aseptic nom presses. 

Preparation of the lustrumentB for Abdominal 
Section. 

As a sor^eon cannot always operate at tlie hospital, 
where the necessary preparations can be quickly seen to 
by the resident stafF, it is recommended that the arma- 
mentarium for a lapai'otomy should be kept I'eady for 
immediate transport and use. For instance, in a ruptured 
tubal gestation every instant saved cannot be prized too 
highly. Por this purpose the author has had a bag made 
of strong sailcloth by Messrs. Schmidt, which contains 
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four compartments. One compartraeut r^ 
Tionsly sterilised nickel cases with instruments. The 
second contains a case holding the sponges (Pig- 32), 
which have been dry sterilised. The third compartment 
contains tho bos No. 2 mentioned on page 23, which is 
equally available for drainage of the peritoneal cavity or 
tamponade of the vagina, as well as the case 40 (Pig. 31). 
The latter, while only standing 10 cm, (4 inches) high, 
_^et holds quite sufficient sterile and antiseptic dressing 
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for an abdominal section. The fourth compartment ia 
fved for the following articles : —A drainage tube, a 
piece of rubber tubinf; used as an elastic clamp, a 
ing tape, two Land-brushes, a siphon, a holder ti 
and one with catgut, a 
chloroform inhalerwitli 
di-op-bottle, the opci-at- 
coat and rubber 
apron, 20 corrosive aab- 
limate tablets, a list 
of the two instrument 
trays with all the in- 
struments. Under this 
heading como the 
already mentioned ac- 
cossoiies and the fol- 
lowing medicines and 
droga which are used 
before, during, and after 

theoperation: — Chloroform, 200 grammes; carbolic acid • 
) grammes; 20 corrosive sublimate tablets; alcohol, 
500 grammes ; 10 per cent, alcoholic solution of salicylic 
acid, 100 grammes — these various antiseptics may be 
replaced by 300 grammes of lysol — ether, 20 grammes ; 
chloiide of sodium, 6 grammes.* 



\f 





. 300 grammEs 


=. 


about C ounces 


Carbolic acid . 


. 500 


^ 


„ 15 „ 


Spirit . 


. 600 


= 


,. 15 „ 


SaliDylicLtcidinitloobol 


solution 100 


= 


„ 3 „ 


Lysol . 


. 800 „ 


= 


.. 9 „ 


Bthor . 


20 


^ 


„ 6 drams 


Castor oil 


. ao 


^ 


„ 1 ounce 


CommoTi Bait . 


tJ 


= 


„ li drama 


Bism. subiiit. . 


■B „ 


= 


,. 7-5 grs. 
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R Biamutlii snbnitratiR, gramme 0'5 
Extract, opii, gramme 0'05 
Misce fiat pulveris. Divide in doses ires. 

If great expedition ia required these medicinal articles, 
or at least chloroform and Ijsol, should be taken with one 
as a precaution. In the inatrnmeut case are the following 
instrttmenta held in two compartments :— In the upper 
compartment — 2 scalpels, 1 probe-pointed and 1 lance- 
ahaped bistonry, 3 Koeberle's forceps, 4 pressure forceps, 
2 curettes, 2 needleholders (Hegar's), 1 director, 1 razor, 

1 exploring syringe, 1 pair oE Vowinkera self-acting 
retractors of the edges of the wound, 1 ovariotomy trocar 
(Hegar). In the lower compartment— 2 retraction hooks, 

2 Nelaton's cyat forceps, 4 volsella, 2 Museux forceps, 1 
four- toothed Eoi'cepH, 2 Fritsch'a dressing forceps, 1 ovarian 
forceps (Hogar), 1 Spencer Wells' clamp, 2 Desclianip'a 
needles, 2 hook forceps, 2 pairs Cowper's scissors, 6 
Koeberle's forceps, 1 long dissecting forcepa, 1 uterine 
eonud, 1 male catheter, 1 double- channel led catheter, 1 
packet of needles, 1 needle for infusion, 1 glass tube. 

This list of instrnmonta ia copions.' With the 

• [On tho instrumenta for abdomioal section;- The tollovring- 

instruments are placed iu roadiiiess for the translators at each 

abdomioal seotion, all ttie instruments being stetilued before 

operation, 

12 small oatch-Foroeps. 
2 large „ „ 

2 blutit-poiated podicle needles, 
1 scalpel (sharp). 
1 needle for suture of iueision (silkworm gut), 

1 metal cauula with tube (for washing out of the abdomen). 
4 glass drainage tubes ut different sizes and lengths. 
I large ovariotomy trocar-oauuli. 
1 small etrnight trocar and caoulo. 
I „ curved „ „ 
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certainty of asepsis the precept of Schroder that the 
armamentarium should be the simplest possible has 
nowadays no practical value. With the instruments 
named any gynsecological operation may be carried out, 
although they are specially given for abdominal section. 
There is no mirror in the list. For a vaginal operation 
a mirror is required, and even the crutch must be taken, 
which has been already shown in Fig. 29.* 

1 lithotomy scoop for gall-stones. 

1 volsella (for seizing uterus from above). 

1 needle holder (with needles of various sizes and shapes). 
It is only very rarely that any other instruments are required. 
When they are, these are brought by the operator himself. Sterilised 
iodoform gauze, sterilised silk (for ligature and suture), and silkworm 
gut are always in readiness. — Tb.] 

* [On the instruments for vaginal section : — The following instru- 
ments are placed in readiness for the translators at each vaginal 
section : — 

1 Auvard's self -retaining (weighted) speculum. 
8 volsella. 

4 Museaux forceps. 

2 scissors curved on the flat. 
1 elbowed scissors. 

1 Simon's speculum, with four blades. 
4 elastic forceps (Doyen). 
1 uterine sound. 
1 bladder sound. 
1 needle holder. 

12 small catch forceps (with long blades). 
1 pedicle needle with large curve. 

1 long ring forceps (for drawing out appendages or tumours). 
1 carved trocar and canula. 
1 irrigation apparatus (for washing out the pelvis)]. 
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Preparation of the Patient and the Operation Room 
for Abdominal Section. 

The patient must take 30 grammes of castor oil two 
days before the operation, and tbree bismuth, and opium 
powders during the night befora the operation. Daring 
the night she has a pad soaked in a 1 per cent, lyaol solu- 
tion applied to the abdomen. On the eve of the operation 
she has a large simple enema, and this is repeated in the 
moi-ningoue hour before the operation. After the last 
enema has acted, the patient must take a warm hath, soap- 
ing hei-self well, and then put on clean linen. The bed- 
clothes are also changed during the hath. On the operation 
morning the patient must take nothing beyond a cup of 
weaK tea. In the two days before the operation she must 
have at least two complete baths, the vagina must be 

[On the preparation ol aseptio compressce or artifioia! sponges :— 
These are made of siiteen layers of gaujo sii inohes or nine inches 
square, and are sewod togathor before storilisation. 

They may usually be obtained from the large wholesale obcmii^ts in 
packets of a dozen or a gross. Bofore oparation a dosen or more of 
those pads (the number being carefully noted) are placed in a eteam 
Bteriliaor, and. Cot at least two hours, uro subjected to the aotioo of 
auperheated steam. The pada are most conveniently removed from 
the heated Hteritiser at the time of operation. 

Id private houses, and irherever it is not easy to prociiro a ifooi 
steam steriliser, a very practical sterilisaUori may be ensured by 
boiling the pads for one hour in a clean vessel, or in the Bteriliser for 
instrumeiitti. When this is done some operators add one drachm of 
Ifsol and one drachm of wanhiug soda to Ibe quart of water. Tlii^o 
artificial sponges and methods of stcrilisatian have almost quite 
superseded the older use of natural sponges and their speoial 
preparalioD described iu the last edition.— J. W. T.] 
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doQched three timea a day -with a solatio n of 03 percent. 
aalicjlic acid or 0*02 per cent, corrosive sublimate, or 1 
per cent, of lysol. Tlie patient must accuBtom herself to 
pass lier water wLile lying, bo that the catheter may not 
require to be used after operation. 

In hurried cases one necessarily operates without these 
prep ai'at ions. The operation room muat be freed of all 
superflnoua things. The operation table with one or two 
other tables or benches for sis basins and the soap dish 
are all that are necessary. If irrigation is necessary, and 
there is no new irrigator at hand, a board is fixed I metre 
(40 inches) above the level of the operating table, and 
the vessel containing the irrigating fluid with siphon is 
placed upon it. The room mast be cleaned out from, floor 
to ceiling the day before ; all dusty ai'ticles, such as 
curtains, must be removed. The windows are left open 
all night. On the morning the room is heated to 20'^ C, 
(68° F.). At least 20-30* litres of boiling water must be 
ready. When there is not time enough for this to cool 
down to the body heat, 10-20 litres of distilled water 
must be added to it. A pail with boiled water, and an 
empty pail to receive used water, must stand ready in the 
operation room. The basins, the pail, and the vessel must 
ftll be washed moat carefully with lint dipped in 1 in 50 
lysol solution, inside and outside, and especially on the 
edges and handles. 

The operation table must be about 1^-2 metres long 
(60 to 80 inches), and may be formed of two tables placed 
together. When theie is no waterproof sheet, more clean 
bed-sheets are used instead, beneath which, at the head of 
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the table, a, pillow is placed ; if necessary a mattress can 
he laid underneath, and by meana of caahions a Trendelen- 
burg position improvised. In the latter poaition the head 
of the patient lies facing the window. The patient is 
miteathetised in a, neighbouring room and placed entirely 
unclothed upon the operation table. A dry blanket is 



wrapped round the li 
operation is etttirely sarri 
boiling or by steam. 

The inatmments which 
their cases and placed in i 
are naed to hold the needh 
cases are placed upon 
cent. BolatioQ of carboli 
warm 3 per cent, solution of carboli 



esti-emities, and the field < 
nded by towels sterilised by 

Li'e required are taken ont of 
metal trays, the CQvera of which 
les and suturea. The ins6rument 
hand towel wrung out in 5 per 
acid. The sponges are put in a 
or in plain boiled 



Die, more basins are used for 
igea, three others are used 
in water, spii-it, and 1 in 



Three or, whei 
holding and cleaning tl 
for disinfection of the 
1,000 sablimafce lotion. 

The abdomen of the patient is disinfected after the 
ali-eady described method of Furbrlnger, the pabes is 
shaved and a catheter is passed into the bladder. When 
a 1 per cent, solution of lyaol is used the other antiseptics 
are not required. 

The operator must have at least two assistants, one to 
give the anasathetic and the other to assist in the opera- 
tion. In this case the operator must see to his instruments 
and sponges himself, and take cai'e to have a aufficiont 
number of noodles threaded. A third assistant or a 
trained niii'se who can hand the inatrumenfa and thread 
the needles, and a fourth assistant who can change the 
solutions for the sponges, are very useful. A fifth 
assistant takes charge of the catheter in the bladder, 
holds the mirror, and presses small tumours upwards 
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from the vagina. The atUBsthetist, failing other assist- 
ance, caa pass the cathetei*, and with the poBitinn of 
eleynted pelvis (Trendelenburg) uo vaginal pi-essnre is 



Betnarks on the TeDhnic[ue of Laparotomy- 
Laparotomy means section of the flank, and therefore 
the term " Cceliotomy " (section of tlie belly) proposed by 
Harris and Siioger is more correct. 

Fontion of tho Patient. — The best position is that of 
Trendelenburg, with the pelvis elevated. In this posi- 
tion the bowels fall down to the diaphragm, and the pelvic 
organs are at once visible and can be got at, so that one 
can pass sutui'es under the guiditnco of the eye even 
at the bottom of Douglas's poach. Exenteration, the 
bringing of the bowels out of the abdominal cavity, which 
may cause fatal paralysis of the bowels 
is not necessary in this position, ai 
bowels we easily pressed completely out of the field of 
operation by sponges. If the bowels are adherent to the 
pelvic organs they obstruct the opei'ation field, in spite of 
the pelvic elevation. It may be advantageous in this case, 
before separating the adhesions, to seize the apper part of 
a broad ligament with the foi-e and middle fingers of the 
left hand close to the uterus, and to pass a Descha,mp'a 
needle through it under the guidance of the fingers. The 
uterus and ligament may be then drawn upwards and 
become visible between the bowels by palling on the 
sat are passed. 

The author used Leopold's wooden stand for elevating 
the pelvis ; this can be screwed to any table. Now 
Diihrssen has a specially built operating table seen ia 
Pigs. 1 and 2. According to Schauta the position must 
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be changed back to the horizontal before cloa nre of the 
abdominal incision, bo as to avoid ileus. 

Tlie ZnciBion, — The operator, standing on (be right 
band side of the patient, draws the abdominal walla up- 
wards with his left hand, and cuts in the middle line 
beginning at the navel. Tbo incision ends 4 ';m, (1'6 
inches) above the symphysis pubis, so as to avoid future 
hernia. The incision goes through skin and cellular tissue 
to the linea alba at once. The assistant sponges carefully, 
and all spouting vessels are seized with forceps. The linea 
dlba is grasped by two catch forceps held by the operator 
and his assistant, and the small fold thus formed ia divided 
by the operator. The whole aponeuroaia is thus divided, 
and when the subperitoneal fat presents itself it is treated 
in the same way. The peritoneum, which protrudes like 
a bladder, is now laid bare. As intestine is offen lying 
close under the peritoneum, the latter must be taken up 
with the foi-ceps veiy carefully and then divided. 

Tbe operator introduces his right forefinger into the 
opening ao made, and feela whether there are any paiietal 
adhesions o£ the bowels or tumonr. If none ai* found, 
then the peritoneum ia incised upwards and downwards 
with ft probe-pointed knife. The pi'easni'e forceps which 
were previously applied can now, as a rule, be removed. 
If the tumour does not come forward the aasiatant pushes 
the bowela to one side with sponges, and the operator 
finally forces his whole hand inside the abdomen to 
estimate the position of the tumonr, (he condition of the 
pedicle, and the adhesions. The assistant must now aid 
the operator by I'etracting the edges of the wound. 

Omental adhesions are met with most commonly; the 
omentum adheres to the bowels under it, the bladder, 
and the anterior belly wall, and may shut off entirely the 
entrance into the pelvis. In these difficult caaea an almost 
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oomplete reaectioii of the omentani may be required. 
AdbeBionB of the bowela to the tumoar ore separated 
bluntly with the finger, or, when in bands, are tied in 
two places and divided between, or simply divided with 
Paqaelin's cautery on a director. 

If the adhesions are too fii-m for i-emoval, it is better 
to leave a piece of the cyst wall upon tlie bowel, and to 
cauterise the internal sni'face of this. 

If, in sepai-ating adhesions, losses of peritoneal or 
muscnlar coats of bowel arise, the spaces must be covered 
with peritoneum drawn over by means of tine catgut 
sntores. Penetrating wounds of the bowel should be 
closed by Czei'ny'a doable suture. 

Adhesions of the tumour with the anterior abdominal 
wall, the rectum, the bladder, the nterns, and tbe pos- 
terior surface of the broad ligament, when superficial, 
are separated bluntly, and when in bands are double liga- 
tnred and divided. Small tumours of the adnesa 
(pyosalpinx) almost always form adhesions with tbe pos- 
terior surface of the broad ligament, and tbns simulate an 
intra-ligamentary origin (psettdo-ligamentary tTtmours). In 
this case, after passing the ligature at the angle of the 
aterus, the tumour should be separated bluntly from the 
broad ligament from below and behind. The infundi- 
bnlo-pelvic ligament, which before was rolled into the 
pelvis, becomes visible, and can be ligatured, whereupon 
the i-est of the ligament between these two leading 
sutures can be easily ligatured oS beneath tbe adnexa to 
be extirpated. 

Intra-ligamentary tnmoxirs are those whicb, instead 
of growing in the free abdominal cavity, grow between 
and adhere to the layers of the broad ligament. Those 
tumours should be bluntly enucleated from their bed in 
the broad ligament whenever possible, after passing the 
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two leading sutures and Bplitting the peritoneum cOTerin^ 
them. The iuciaiou in the broad ligament is then stitched 
up at once. Larger adnexal tumours, which have not. 
developed intra-ligamentarily nor become adherent in the 
pelvis, elongate the upper part of the broad ligament. 
This part, in which the ovarian ligament and the tube lie 
in ovarian cjsta, is called the pedicle. 

When a large cystic tumour without adhesions presenta 
itself it will usually be found that this is an ovarian cyst, 
having a bluish-wliite appearance as opposed to the vivid 
brick-red tint of fibroids. If there is a suspicion of puru- 
lent or decomposing contents in the presenting tnmour, it 
ia punctured with the needle of an aspirator, and the 
operator endea YD ura, by enlarging the incision, to extract 
the tnmour whole. Sometimes the operator cuts into the 
tnmour with his knife, the assistant catches the sidea of 
the incision thus mado with hook forceps, the operator 
then seizes them with Nelaton's forceps and draws the 
opening well forwards. Meanwhile the assistant, by 
pressing the edges of the wound together, prevents any 
cyst contents entering the peritonea! cavity. By opening 
np other cavities the cyst becomes so diminished that it 
can be extracted through a very small incision. When 
the pedicle is long it can be ligatured outside the abdomen. 
The abdominal cavity ia then shut off by means of a sponge, 
or by drawing the margins of the wound together. With 
a broad pedicle which i-oqnires numerous ligatnrea, it ia 
convenient to seize the pedicle with Spencer Wells' clamp, 
then to cut off the tnmonr and to ligature beneath the 
clamp. 

Solid tumours can be got out through relatively small 
incisions by engaging themintheirsmallest circumference 
and working the wound edges backwards over them. 
[Diihraaen uses catgut in all abdominal work.] After 
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iigatore the pedicle is cut through and sponged clean, the 
parte are cleaned from escnped blood or cyst contents 
(peritoneal toilet), and after the operator baa aatisGed 
himself, by ceasing to pull on the ligatures, that there is 
no bleeding from the pedicle, the ligaturea are cat short. 
All aponges are removed and counted and a flat sponge is 
placed oyer the bowels, next the incision, to protect them 
during suture of the wound. 



Grave ComplicationB. 

1. Bleeding from adhesions torn throogh, or tcom. 
stripped peritoneal snrfbces, or firom the pedicle, or 
as a result of the ligatnre slipping off or becoming 
loose, — l^leeUing points are stopped bj compression with 
hot sponges or by thethermo-cautery, more sevei* bleeding 
by ligature or suture, of by shutting off the bleeding sur- 
face from the peritoneal cavity. For this purpose, after 
removal of colossal tumours, large sections of the abdo- 
minal wall may be brought together in a fold, by sutures 
passed outwards through the bleeding parietal perito- 
neum. When the bleeding is deep in the peWis, a pair 
of dressing forceps are pushed through the floor of 
Douglas's pouch into the vagina, the part is tamponaded, 
and the uterus is sutured to the rectum above the tam- 
pon, or the infundibulo-pelvic ligaments are sutured 
together. The author was able in this way to stop tlia 
bleeding from the left uterine artery after an abdominal 
total extirpation. 

2. Escape of infections contents of a tumour into 
the abdominal cavity. This accident is often unavoid- 
able with pyosalpinx unless the pus-distended tube is 
first tapped and washed oat with lysol. The pas should 
be kept from tbo bowels by sponges placed beforehand, 
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and should be quickly removed. If tlie pelvic perito- 
neum is mQch stripped ofE after removal of a tamoar ot 
this kind, the drainajfe should be carried out by the 
vagica as desci'ibed for hajmorrhage. The author no 
longer drains from the abdominal incision, since in thia 
way Tery obstinate fistnlte may be left. 

3. InJTiriea of the bladder, the bowel, and tbe 
ureters — ligation of the nreters. 

Lesions of the bladder Ave closed by Czerpy's suture — 
a divided ureter is sutured together on an elastic 
catheter, which is introduced and left in several days, 
er its renal end is implanted in the bladder (uretero- 
cystotomy). 

If the operation must be finished off quickly, the 
ureter may be stitched into the lower angle of the 
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4. Death from ausemia of the brain from 
emptying of the abdominul cavity by tapping a colossal 
tumour. This is guarded against by emptying a cystic 
tumour slowly with the pelvis elevated. 

Closure of tbe Incision.* — This is produced by deep 

* [On technique : — Inciiion. English toaohmf;, and eHpeoiallj 
that o( the Birminghum Bchool, teuda to restrict the size of the 
iacision iu all uncomiilicat^d casee. The incieion is usually begun 
uot bibber than a point midway between the umbilicus and pubes, 
and extended only when adheiiioiiii or tbe presence of a solid tumour 
may demand it. Ad abdominal incision ot two inches is usually 
aufficient for an uu complicated operation. 

After-treatment (Birmingham). No ice is given. Both food and 
drink are entirely withheld until the bowels have been opened or 
flatus has beeu passed. Tbe latter is encouraged after twenty hours 
(or earlier if there be distensiou] by frequent enemata of warm soap 
and wat«r, contaiuing spirit of turpentine Jss. and ol. rlciai 3>- for 
each enema. Water gruel may often be allowed on the evening ot 
the second day.— J. W. T.] 
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antureB whiuh lie I-I5 cm, (04-0'6 inches) apart, and are 
passed through the whole thickness of the wound and 
come out abont { cm, from its margin. Silkworm gut is 
the best material for this. It is boiled and kept in 1 in 
1000 sublimate solution. With this no stitch abscesses 
arise unless the wound is infected (removal of purulent 
tumours), but silk and catgut, however sterilised, often 
lead to stitch abscess. The assistant collects the sutures 
with his left hand as they are passed from below up- 
wards. When all the deep sutui'ea are inserted the 
operator and assistant each gathers with his left hand all 
the ends on his own side, the assistant draws upwards 
the middle suture with his right hand, while the operator 
jiolds the next lower sntare with his right middle finger 
and di-aws out the sponge with the right forefinger and 
thumb. He now bands ovei' to the assistant the sutnre 
ends of his own side. The assistant, with his right hand 
on the upper part of the abdomen, gradually presses out 
any retained air from above downwards, pushing together 
the wound edges as he does so, to prevent fresh entrance 
of air or the inclusion of omentum or bowel. 

The operator ties each deep suture from below upwards 
with a triple knot, and supplements these with superficial 
atitchea which ensure eiact closure of the wound. After 
cleaning up the patient from blood, etc., the wound is 
dusted with iodoform and a dressing of iodoform gauze, 
over which a wound pad is applied, and secured with a 
binder. 

The after-treatment is very simple. For vomiting and 
thirst bits of ioe are given. Morphia bypodermically 
and by suppositories is administered only for severe pain, 
and if no cardiac weakness is present. For syncope the 
best remedies are injection of ether, warmth, and, after 
great loss o£ blood, the infusion of a 0'6 per cent, solution 
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of common salt. Ab soon as the tendency to sickness ha» 
passed o3 fluid nonrishment is given, such as tea, coffee, 
a spoonful of a strong wine, beef-tea, and milk. When 
bowe! distension has ceased, "fthich usually takes place on 
the third day, boef-toa with egg, rice, 01 milk soups can 
be ordered, and gradually following the appetite, meat 
diet is reached. Tlie Americana give tea for thirst with- 
out fear, and aim at movement of the bowels by saline 
laxatives on the second day. 

The temperature must be taken twice daily. The 
stitches are removed on the twelfth day, and on the 
fifteenth day the patient may get up when the operation 
has been a, simple one. She must, however, wear a well- 
fitting belt for a year. 

It is very important to recognise secondary htemor- 
rbage after an operation, so that the abdomen may be 
reopened and tho hajmorrhage bo controlled. Secondary 
hsBmorrhage may bo presumed when a strong patient 
gradually sinks after a small operation, and the palse 
grows worse all the time. In oi-der to diminish shock a 
subcutaneous infusion of common salt solution ia given 
immediately before the second operation (Wyder), and 
aniBsthesia is induced with ether (AuthorJ. Symptoms 
of ileus arise from true intestinal obstraction leas fre- 
quently than from sepsis (pseudo-ileuB of the English). 
When the first ia suspected the abdominal cavity must be 
reopened. In three cases of iteua met with by the author 
he was able in Ihis way to save one patient. One died 
before second operation and one after second operation. 
Apart from the already mentioned eaases of death a 
patient with lung, heart, or kidney disease may die of 
these attei" the operation. Antiseptics introduced into 
the peritoneal cavity and anaesthetics arc especially 
deleterious under these circumstances. In heart diseases 
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ether Bhould be chosen, in Inng diBeaaes ether is more 
daDgerous than chloroform, and in kidney diseaaes it is 
equally dangerous with chloroform. 

Death after abdominal section i» asually the 
result of sepsis. — ^Tlna may be cauaed by external or 
by self-infection. The former is becoming rater and 
rarer. The author in 1,000 laparotomies did not lose one 
from external infection. Self-infection arises from tte 
escape of infections cyst contents, of bowel contents, or of 
urine into the peritoneal cavity. Sepsis comes on in the 
form of septic peritonitis. Vomiting sets in after the 
operation, the belly is tender and distended, the pnlse ia 
very small and frequent, the general condition ia serious, 
and the expression of the face is anxiona. The tempera- 
toro rises from the first day onwards, bnt may be or may 
become subnormal. The facies hippocratica develops, 
and the Hensorium is dulled, and death occurs within the 
first three days. According to Bunge the treatment is 
the free administration of alcohol. Only small doses are 
given during vomiting. When the vomiting is more 
severe feeding per rectum comes into considei-ation. 

Fever may como on in the later periods as a result of 
septic inflammation. This leada mostly to circumscribed 
suppurations of the pelvic walls or the ligatured parts, or 
to absceasea encapanled between the bowela. Commonly 
the pUB comes through at the abdominal incision. If not, 
an opening must he formed upward or into the vagina. 
The temperature then usually sinks quickly to normal. 
Hernias of the wound or obstinate abdominal fiatnlte are, 
however, often left behind. 

Th [ascribed suppurations owe their origin to 

ns BE tly sterilised ligatures, the sowing of not fully 

ul t b t ria npon the peritoneum during the opera- 
t n n f ction of the stump from the aterns, blood 
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effusions, and foreign bodies {sponRos) left beliind in th 
abdominal cavity. 

After a perfectly reactionlesa course a case of abdominal 
section may die of embolism of the pulmonary arteries on 
getting up, or ileus may come ou after months. Omental 
adhesions with the wound scar or the pelvic organs may 
give rise to very severe discomfort. If the ovai-ies 
have been extirpated the troubles of anticipated climac- 
teric arise, Buch as flushing in the head, nervous excite- 
ment, etc. Tlie autbor has seen excitable conditions, 
liallocinatiouB, or blunting o£ the sensoriam just after 
laparotomy from iodoform intoxication. 

The casea of death from the injurious action of anti- 
septics may be avoided by operating aseptieally. For 
this gauze compresses sterilised in a curi'But of steam, 
or sponges dry aterilisod, are nsed within the abdominal 
cavity. Walthard and Sanger say that dry asepsia leads 
to stripping of the peritoneal epithelium and to adhe- 
sions, and they therefore recommend the damping of the 
compresses or sponges befoi'ehand with Tavel's solution 
(25 sodii carbonati calcinati, 7'5 sodii chloridi, aquK dis- 
tillatse 1000). The author, however, has found no evil 
resnlta fram using a half per cent, solution of lysol for 
this purpose, but he baa nevertheless taken to pore asepsis 
in all opoi'atioDS. 
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VAGINAL LAPAROTOMr, OR CCELIOTOMr. 



"Vaginal cceliotomy, or kolpocceliotoma anterior, an opera- 
tion described by the antlior, avoids the disadvantages of 
Tentral laparotomy which have been mentioned, and the 
author feels compelled to describe it more minntely, 
because there ia nothing about it in the gyn [ecological 
text-boo kfi. 

This procedure consists in opening tlie abdomin&l 
cavity troja tbe anterior vaginal fornix. For this 
purpose the posterior blade of Simon's speculnm is passedj 
the anterior cervical lip is seized with two pairs of volsella 
and drawn down to the vnlva. 

The operator now makes an incision 1 cm. lon^ at the 
insertion of the antei'ior vaginal fornix into the cervix, he 
seizes the upper margin of the wound with a volsellnm 
and draws it strongly upwards, he deepens the incision 
with scissors and lengthens it on both sides by 1-2 cm., in 
doing which the incision must be made quite close to the 
uterus on account of the ui-eters. If the vagina is sepa- 
rated from the anterior wall of the cervix by this incision, 
and the assistant draws the vaginal wound margin strongly 
upwards, the bladder is pulled away from the cervix (or 
with slight assistance from the operator's finger) as high 
as the internal os. It is a mistake to press now with the 
finger bluntly upwards between the visible bladder a 
the anterior cervical wall — the plica vesico-uterina is ' 
only unnecessarily pushed out of the way, and its opening 
rendered more difficult. It is much better to place the 
left forefinger right over the internal os on the anterior 
wall of the oteras. One feels the plica then as a thin 
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^iisplttceable membrane Ij^ing on tlie nteroa, and can pnsh 
it down so far with this finger, while keeping the latter 
■constantly pressed againat the ntema, that it becomes 
visible beneath the transverse laass of the bladder and 
can be opened witli scissors. 



■ 







If the plica cannot be drawn down in this way, owing 
to its defective separation fiwrn the bladder and uterine 
body, the Brat provisional satnre is passed at the highest 
visible part of the anterior anrface of the utems, which 
projects clear of the bladder prominence. The bladder 
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■may be slightly pushed npward with the dorsal surface of 
the forefinger, so that the point of the needle when passed 
appears on the volar side of the finger (Fig. 33). If the 
assistants pull carefully down on the silk tractor threads 




one can open the pei-itoneum i« situ at this time (Fig. 
34), unless the plica has been unnecessarily pushed up 
beforehand — or the opening takes place after passing a 
second higher provisional sature. The opening of the 
peritoneal cavity may be safely postponed antil the uterus 
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hfta been anteilexed. Volsella may be used to draw the 
anterior nteritie wall down instead of provisioual autoree. 
For tliia, the volsella in the cervix are taken off, the 
portio is pnshed back and held there by the specnlnm 
being placed on its anterior surface, while the body of the 




uterus is pulled down by the highest provisional sature. 
If'the uterus does not thus twist forwards, more pi-ovi- 
siouftl sutures must be passed. When the oterua has 
been carried into maximum antevereion the fundus has 
inverted the plica vesico-nterina before itself downwartls. 
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BO that now this can be opened withoat difBcnlty. The 
plica haying been opened, in any of these ways, the 
fundus of the uterua, and in many cases the adnesa, may 
be drawn forward to the vulva (Fig. 35). Thia is done 
by pressing back the cervix and by pulling down the 
fundus with one or two paira of volsella or further proyi- 
sional sutures if the volsella tear ont. Many opei'ations 
can now be carried ont upon the pelvic organs, which are 
as visible as in ventral laparotomy, and for which formerly 
the latter was required, as enucleation of myomata, many 
operations on the adnexa, extirpation of cystic pedicn- 
lated ovarian cysts, cure of retroflexion by Htitching the 
fundus to the anterior vaginal wall, intra-peritoneal vaginal 
fixation.* In order to give more space for extracting a 
gi'eatly enlarged uterus a longitudinal incision may be 
made into the transverse one, thus forming two vaginal 
flaps dissected 1-2 cm. from the bladder (Mackenrodt). 
After the operation has been performed, the adnexa and 
the nteras are returned, and the peritoneal and vaginal 
wounds are closed with continuous catgut sutures. 

Special advantajfSB of tho operatioii over ventral 
laparotomy. — I advance first the short time of healing. 
The patients were able to get up after eight days (while 
the immediate ti-oubles after opei-ation were no more 
than after a curetting), and could leave the clinic on the 
ninth or tenth day (with the exception of those cases where 
thei-e was also a perineoplastic operation required). They 
required no bandage of any sort, and owing to the position 
of the operation scar in the anterior vaginal fornix, were 
completely guarded against omental or bowel adhesions or 
the possibility of hernia through the scar. 



! also ths ohaptera on retroflexiou, myoma, 1 
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I might also advance the smaller danger of this opera- 
tion in comparisou with vontval lapai'otomy as a special 
advantage. Altbongh the peritoneum is opened the whole 
operation practically takes place outside the pei'itoneal 
cavity. This is due to the fact that the wound margin of 
the anterior vaginal wall is quite firmly applied to the 
posterior uterine wall, while the latter is pressed firmly 
against the symphysis. As a I'esult the bowels certainly 
rai-ely come into sight during the operation. In 500 cases. 
Home of a grave nature, my 'mortality has been 3 per cent. 
These manifold advantages make us regret that the opera- 
tion is, owing to anatomical relations, naturally limited to 
a smaller sphere than ventral laparotomy. 

It is only applicable in those cases where the cervix 

Pcan be drawn down to the vaginal entrance. Jlyomata fcjj 

should not be larger than the fist. Ovarian tumours may ^H 

be larger, but should not be strongly adherent. Diseased ^H 

appendages can only be removed by this operation when ^H 

they can be di-awn oat into the vagina. ^^ 

lu isolated cases the ovaries have been previously re- ffnl 



moved per vaginam (Battey). Bat the results were less 
favourable because the ovaries were brought down into 
the vagina by traction applied directly to themselves, and 
not by indirect traction on the uterus as by my method. 
If the ovaries are fixed, they get torn by direct traction, 
and bleeding very difficult to stop, or perimetritic inflam- 
mation in the poach of Douglas, may arise. For peri- 
metritic adhesions and their evils, opening of the ponch 
of Douglas may be alone to blame. Operations on the 
uterus cannot be made at all from the poach of Douglas, 
because the forcible retroflexion necessary for this may 
lacerate the bladder. 

However, small ovarian cysts and small not adherent 
tnmoui-s in the pouch of Douglas may be removed through 
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the posterior fornix. Many early conditions of ectopic 
gestation and collection of blood and pus may also be 
attacked by this fornix, and it is at once the simplest way 
of draining the peritoneal sac and exploring the pelvic 
organs. In some cases the operation is done through the 
anterior fornix, and the drainage is made through the 
posterior one. 



DISEASES OF THE VULVA. 

Inflammatory Diseaees of the Vulva. 

Vulvitis arises fi-om uncleacHneBB, especially iu stoat 
women, from various discharges (cancerous discharges, 
decomposing urine in veaico- vaginal fistulffl), in connection 
with broad moist condylomata, from maaturbation, rape, 
and from wandering thread worms, aa a result of prnritns 
vttlvBS, but most frequently from gonon-hceal infection. 

TLe sjmptoiuB ai'C those of inflammation generally — 
swelling, rednesB, pain, and purulent di.'fcharge. If the 
inflammation reaches the sebaceous glands round the 
vrtlva, acne points and boils result. When the inflamma- 
tion is gonorrha-al, pas can be expressed from the urethra. 
With this, pointed condylomata and very painful inflam- 
matory swelling of the lower third of the labia majora 
are often found. The latter is caused by acute inflamma- 
tion oE the glands of Bartholini. This geuoi'ally goes on 
to suppuration. At the beginning pns may often be ex- 
pressed from the months of the gland dncts. If onedoes 
not incise at the rigbt time, cellulitis of the parts ronnd 
the glands may ensue, with finally escape of the pus 
externally, into the vagina, or the rectum. In this way 
a recto-vaginal fistula may ariso. 

If the inflammation is limited to the gland duct, it 
may become cystic. The inflammation of the duct shows 
itself by reddening of its orifice like a flea-bite (maeula 
gonoiTboica), and this is one of the most persistent signs 
of chronic gonorrhcea. 

The diagnosia of vulvitis is easy, but the fundamental 
points of the disease, and especially inflammatory dis- 
eases of the internal genitals, must not be lost sight oF. 
Tho trttatmeiit is directed against the canse of the d'\s- 
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ease. Thna the cnre of vulvitis ia aided by cleaulinesB 
(as hip-batha, donching with I ia 1000 Bolation of cor- 
rosive sublimate, applicationa of lead lotion), by rest and 
removal of all irritation, and by wearing absorbing diapers 
as of moss. 

In acute inflammation of Bartbolini's glands and furnu- 
culosis vulvas, early incisions should be practised. When 
the acute stage has passed into the chronic one, astringent 
ayringings, as 1 per cent, chloride of zinc, or painting the 
vulva with 10 per cent, nitrate of silver solution, are 
prescribed. With more chronic onset, as when a der- 
matitis is the primary lesion, salves, such aa Lassar's 
(Acid. Salicyl. 2, Vaaelin 50, Zinc osid. et Amyli ana 25), 
are applied. The salve should bo washed off with soap 
and water. 

In gonorrhoeal urethritis I use the canula recom- 
mended by Frifcech (Fig. 36), to which is attached a 
syringe filled with a 5 per cent, solution of 
silver nitrate. The cannla is passed until by 
the cessation of i-esiatanco it is felt that the tip 
is in the bladder. Then it is drawn back very 
slightly, and the solution is ejected. If vesical 
catarrh also is present, it is best treated by 
washing out the bladder daily. lu milder ca^es 
a 1 per cent, solution of boro-salioylic acid does 
very well. In more severe cases washing out 
with 0"l-0'2 per cent, solution of silver nitrate 
brings about a more speedy care. By injecting 
previously a few grammes of a 5-10 per cent, 
solution of cocaino (Bi'ann's syringe), the severe 
pain of this ti'eatment is lessened, 2-S similar 
injections of cocaine cnre byper^stbeaia of the *^B 
bladder (in-itable bladder), which, as shown by ^M, 
the cyatoscope, is geusrally due to inflammation ^^ 
of the neck of the bladder. ' 
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Pruritus Vulva. 

Unbearable itchiBg of the vulva ariBea from vulvitis, 
from variona fikin diseases in the neighbourhood of the 
vulva— as prurigo, varicose veins, isolated hypertrophies 
and atrophies of the skin (Kraurosis vulvw, Breisky) 
fi'oni diabetes (through bacterial growth), in diseases of 
the genitals and urinary organs, and as a pure neuroBiB 
in old women. 

Since, from scratching, all sorts of secondary skin 
changes arise, the features of the disorder are by no 
means simple. It often leads to masturbation, and 
i-eciprocally it can also follow masturbation. The treat- 
ment consists in curing the vulvitis (see above), the relief 
of prnrigo by inunction of tar (7 per cent, alcoholic soln- 
tion), or Wilkinson's ointment and a subsequent pro- 
tracted coarse of baths. In localised changes of the skin 
SchriJder and Kiistner excise the diseased part and close 
the gap by sutures. When no local changes are found, 
search must be made for diseases of the genital or urinary 
organs, and the condition must only be called a pure 
neurosis when none of these are present. For this condi- 
tion a 3-10 per cent, solution of carbolic acid, as recom- 
mended by Schriider, has been found most useful. Gus- 
serow got good results by applying strong solutions of 
alum and chloroform. Van Campe used a weak con- 
stant current with success. Olshausen of late recom- 
mends a 10-20 per cent, solution of silver nitrate, or the 
lapis mitigatns (I in 2). These cauterisations must be 
made six or more times, and perhaps anesthesia may be 
necessary. If not, a 10 per cent, solution of cocaine must 
be used. 

Tumours of the Vulva. 

1. HentiiQ, — If these pass into the labia majora from 
the iugaina] canal, they are called hernia ingninalea 
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labialea sen herDitc labii inajoi'ia anteiioi'es, if thev come 
down between tlio bladder and the vaginft, or between 
vagina and rectum, they ai'e called hernire labiovaginales, 
sen hernice labii majoris posteriores, or pudendal and 1 
perineal hernia). It is better to call the herniiB by the i 
place of their exit, aa hernia subpubica, subtrauaveraalis, J 
vaginalis anterior, lateralis, posterior, the vaginal bernift: 
comes out thiMugb the vagina. 

BiagnoaiB. — These are swellings which giye a tym- 
panitic note on percussion, are not tender, and can be \ 
redaced, whereupon the place of the rupture can be 

In any enlargement of the labia majora, they must bo 1 
borne in mind, although they ai'e bo rai*. 

The treatment in hernia inguinalis labialia is that of I 
simple inguinal ruptures. Winckel attempted to keep, j 
np a case of pudendal hernia, partly with a Scarpa's pad, 
and partly with firm rubber rings filling the pelvis as 
much as possible. One case was cured by opening and 
ligaturing tbe sac. 

2. Hematoma sea TbrombuB vnlvEe. — Blood effusions | 
of this kind arise from trauma apart from parturition. ' 
The treatment Bhould be expectant; if the bleeding con- 
tinue, applieatlons of ice should be used, or the vagina 
plugged by means of a Kolpenrynter filled with ice water. 
If the swelling increases and thi-eatena to burnt, or 
absorption is much delayed, or suppuration come 
then incision, washing out, and plugging with iodoform i 
gauze must be performed. 

8, Inflammatory avelliaga of, and cyst form.Eitioii 
in, Bartbolini's glands — (Cause, Gonorrbcea). Treat- 
ment. — In tlie first case, with suppuration, incise and ping 
the sack with iodoform gauze ; in the second case, enuclea- 
tion of cyst and complete closure of its bed must be per- 
formed. If complete extirpation is difficult, the remnant , 
of the sack wall can be sutured to tbe edges of tbe incision | 
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as recommended by Schroder. If a, lar^ inciaion be 
used, plugging with iodoform gauze is sufBcient to destroy 
the sack. 

4. CystB springing from fcctal tubal vestiges, or from 
ectasia of lymph veHsels, ot from a peraisteut proceasua 
vaginalis peritonei which is closed above (hydrocele of 
the found ligament). The treatment ia extirpation or 
partial excision, and suturing the wound (Schroder). 

5. Sew growtli*— (a) Papilloma. — This arises from 
pointed condylomata, and forms at times masses of growth 
which are like canliflowers and as big as liata. The treat- 
ment consists in their removal (with suturing if much 

(b) Elephantiasis vnlvts. — The cases which the 
author has seen wei'e all in persons with tertiary syphilisi 
chiefly prostitutes, Near the gi'owths were ulcers which 
involved the urethra and more or less had destroyed it. 
In one case a complete inversion of the bladder hnd been 
thus caused. The treatment (after Schriider) is excision, 
beginning behind and going forwards by steps, the wound 
being closed at once with sutures. The process often 
continues. An anti-syphilitic course of treatment is of 
no use. The ulcers should be treated with lactic acid 
(Th. Landau). They often produce recto- vestibular 
fistulfe. In addition to these thei'e are syphilitic and 
tubercular nlcera of the vulva and vagina; the latter 
ulcers are always found in conjunction with other tuber- 
cular disease, which, as Dohru pointed out, does not 
always have its seat in the genitals. 

(c) Cafcinoma vulva. — The symptoms at first are 
oft«n merely pruritus, so that many times it is the onset 
of aaninus discharge which brings the patient to the 
doctor. In cases where the diagnosis is doubtful, the 
microscopic examination of a small excised portion is 
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the best means of deciding. The trea,tmetit is complete 
ezciaion and stitching up, and tlie clearing of the inguinal 
region. 

{d) Bare new growths, aa lapas, fibroma, aarcotna, 
melanoma, lipoma, angioma, enchondroma, tteoroma. 
— The growths described by Scliroder with characters of 
elephautiasia, which originate from syphilis, are often 
taken for lupus. Wherever posaible, excision is to be 
chosen as the operation for lupns. 

Chronic Rupture of the PerinBeam.* 
Anatomy and Etiology.— Chronic periiifeal lacera- 
tions are divided into the com- ^^,|^ 
plete and the incomplete. In 
the former, the rectum and the 
sphinoter ani are torn through^ 
whilst in the latter only the peri- 
niBUm itself is partly or wholly ^ 
torn through. A chronic lacera- 
tion of the perinfeuni results, 
because the recent tear produced 
in pftrturitiou heals up not in a 
vertical but in a ti-aiisverse direc- 
tion, as is commonly seen in the 
nnsutnred wound of the peri- of the periDsuin (3m 
neeom (Fig. 37). A cicatricial brought to »i bb«Ii 

. , , I , . . I out rennlr on i 4 is 

nnion is formed here between the to oii ft. Tho tuI™ 
posteiior vaginal wall and the " '' 
lower end of the tear, so that the length of the vu 
i by the length of the tear. Latterly frc 



* Recent injuries at the vulva take pkce as a rule in labour, oeoa- 
cioDally however also from traumutiam (coitus, fallinif, etc.). They 
should be united by auturiug. 
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posterior vaginal column bands of scar-tiasae are seen 
on the vagina, and these are the remains of the recent 

Symptoms. — Every ruptured perintenm causes gaping^ 
of the vulva, which is very intolerable to wo men. The 
uncovered parts of the vaginal mucous memhrane are liable- 
to inflammation and excoriation. Incomplete laceration 
leads further (see below) to sinking and prolapse of the 
anterior vaginal wall, while complete rupture produces 
incontinence of iaices. Tlie mental chai'acteriatics are 
often markedly altered by this trouble. 

Di^fnoais, — The vulval opening ia not closed by the 
labia majoi-a, the anterior and posterior vaginal walla are 
exposed to view and finally prolapse into the vaginal 
inlet. The perinreum is seen to be shortened or absent. 
In the latter condition, the hind wall of the vagina comes 
against the aoua, and in coniplete rupture against the anal 
mucous membrane, and, indeed, thia conjunction in the 
last condition lies deep below the level of the surface. 

Treatment. — The careful treatment of the perintenm 
in labour, even going so far rb incision if necessary, and 
the immediate sntaring of the smallest laceration or 
incision, is the chief thing in pi-ophylaxis. If primary 
union docs not take place then from the eighth day, 
secondary stitching is indicated, with vivifying of the 
wound and sci-apiug away of granulation tissue. • 

The result of these early plastic operations cannot but 
be good when carried out as indicated under antiseptic 
precautions and with proper suturing material. Only in 
complete rupture of the periuDsum (the third degree) 
would the author i-ecommend closure of the tear in the 
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" [Secondary stitcliing, it acourotely applied, may otten result in 
perfect union of the opeu, suppurating, granulation surfaces ivithout 
any revivification of the wound.— J. W. T.] 
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by a continuona buried catgut suture with very 1 
loops, or by meanB of some buried interrupted oat-' 
gut eutnres. For all lacerations of the first and second ] 
degree (incomplete 
laceration) silkworm- 
gut or silk sutures are 
recommended, because 
the fewer intermpted 
aatnrea do not t 
throQgh the lacerable 
tissue so easily as tbc 
little loop of the con- q 

tinnous suture, and „. ., 

they also gain a firmer 

hold upon the akin. Figs. 38-46 show various forms of 
freah periniea] lacerationa of the second and third degree, 
and the methods of stitching them up. Fig. 38 shows a 
perinreal tear of the second degree without a very big 




vagina! tear : Fig. 39 sho\ 



I the same drawn together with 
catch forceps to aid the 
suturing. Fig. 40 shows 
a perinieal tear of the> j 
second 

doeble- sided vaginal 
tear: and Fig. 41 the 1 
same with one-sided [ 
vaginal tear — tbe point ] 
a is raised to form a fold, 
and a suture is carefully J 
passed in order to obtain I 
exact union. Fig. 42 J 
(complete rupture, third I 
degree, with double- 1 
Bided vaginal laceration) shows the method of placing the 1 
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Butnrea from the bowel. This method must he chosen 
when the parts are stitched with silk or Bilkworm gut. 
Fig. 43 givea a laceration of the third degree, which has 
teen converted into one of the second degree by bnried 
inteiTupted sutures passed 
and tied from the wonnd 
surface. These stitches 
must be passed without in- 
cluding the mucous mem- 
brane of the bowel. The 
continiioua suture must be 



1 




passed in the sami 
FigB. 44-46 give the i 
of using this fully ir 



lethod 



of the th d deg 

Ch n lace at ons are treated in two ways; (1) by 
vivify ng a d sut e; (2) by flap-splitting and sutnre. 
The fa t n eth d tl at of plastic perineal operation, -was 
until very recently most in use. 

The various methods of denuding tho mucous membrane 
are fairly accurate copies of the outlines of the recent 
lacerations as seen in Figs. 38 to 44. 

If the operator agrees with Preund in only eiciaing 
the scar, then in incomplete laceration, the vivified surface 
is as in Figs. 40 and 41, 
in complete laceration, 
as in Figs, 42 and 43. 
In other cases the sur- 
face is denuded as in 
Fig. 39 in incomplete 
eases, and as in Fig. 44 
in complete cases. The 
latter shape is modified 
in tears of the third de- 
jT»e, where the vagina 
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is not mucli inyolved, in so far as the ape:( of the denu- 
dation is not carried so high up in the vagina ; on the 
other hand, the lateral wings are carried further out* 
By so doing, the butterfly denudation of Simon is 
obtained (Fig. 45). The union by sutures of this 





Fig. 42. 



Pig. 48. 



freshened surface is, especially in complete lacerations, 
a somewhat complicated business. There must be three 
rows of sutures — one each from the perinsBum, the 
vagina, and the rectum. By the buried catgut sutures 
(Fig. 41), and still better, by the buried continuous 
catgut suture (Figs. 42-44), the stitching is much simpli- 





Fig. 45. 



r 

■ fied, bat a drawback always remains in this operation in 

■ that a wonnd surface is presented to tbe rectum. This 
I ia overcome by tbe opei'ation of Lawsou Tait, whicb is 



Eig. 46. 



ileacribed below. Uiiiting stitclies ai-e placed by him from 
the perinaeal anrfaee, and the laborious denudation of 
mucous membrane is done away with. This re-establishes 
without loaa of tissue, which often causes injurious tension 
on the saturea, the conditions of a recent perineal lacera- 
tion. The cicatricial line 
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of 



betw 



the 



hind wall of the vagina 
and the rectal wall is cut 
through in this opei'ation 
(Fig. S7ah,b), the vaginal 
wall is raised to its for- 
mer level (aafi), and the 
lateralpartsof the lacera- 
tion (oil I, hb,), which 
abonld have grown to 
one another after the 
original recent tear, are 
brought together with 
sutures. Fi-om this view 
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mothod of Lawaon Tait aeema to the author the ideal 
one of peri neoplastic opomtiona, And he hau ueed it with 
beat results when there has not been great vafi;iiial 
prolapse. 

Aa after-treatment of plastic operations ou the perinoeum 
and vagina, the author orders fluid diet for the first three 
days, and then aims at liquid motions by castor oil and 
small enemata. The patient must lie in bed at least 
twelve days. After each passing of watei'the perinseum 
ahoald be washed with a 1 percent, solution of Ijsol, and 
dressed with sterilised iodoform gauze. Vaginal douches 
are only given when there is much discharge. 

[Note. — It has alvriys beon tho cuatom in Birmingham, after 
perineoplastio operalioua, to keep the .llawels acting; freelj from the 
first.— J. W. T.] 

Coccygodynia. 

Coccygodynia is the name given to severe pain in the 
coccygeal region. Inasmuch as it haa been of ten eat 
observed after labour, it has been attributed to injury 
during labour, and it has been accepted that the seat of 
the mischief liea in the coccygeal jointa. According to 
Graefe this is not the case in the majority of iustances. 
For if the coccyx and its joints be examined from the 
vagina, and from outside, without moving them, no pain 
is evoked in the cases named, and pain only arises when 
the soft parts coming from the coccyx are thus examined. 
Graefe therefore considers that in most cases the true 
cause is duo to the injury of the fifth sacral and the 
coccygeal nerves. The success of SeeligmuUer'a treatment 
by faradisation, which cures the condition after three to 
twelve applications, supports this view. This method of 
treatment should be preferred to the uncertain results of 
cutting round or removal of the coccyx. Olshauaen, how- 
ever, prefers the two latter methods to all others. 
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Inflammation of the Vagina (Eolpitis or Vaginitis). 

Ths most freqaent canae of vnginitia is gonorrhcoa. This 
pi'oducea almost always the very acnfe form of the disease 
in which we find the vagina vividly inflamed, Bwollen, very 
painful, with a cnpioua purulent discharge upon its surface. 
On the introduction of the specnlam bleeding is produced. 
Apai't from gonorrhcea, such acute statea only arise from 
the preeence of foreign bodies in the vagina (pessftpiea, 
neglected tampons, sponges, worms, and the like), from 
the use of too hot and too long continoed injections despite 
the increasing tenderness, from sanions discharge in the 
later stages of cancer, and from the use of ati-ong cauatica. 
The chronic forms, which are by far the most ci 
met with from defective vaginal closure and from ii 
uterine secretion, which brings on a rapid epithelial dea- 
qnamation. The vaginal discharge has a peculiar creamy 
appearance. The anatomical condition in this chronic 
form, according to C. Ruge, consists of scattered small- 
celled iufilti-ation of the papillae which have cast off their 
epitheliumdown to the deepest layers (kolpitiagranularia). 
At the menopause the so-called kolpltis senilis often comes 
on, in which the papillte throw off their epithelium com- 
pletely, and thus adhesions arc produced in the vagina 
(vaginitis ulcerosa adhesiva). Both forms are recognised 
by the spotted dark redness of the vaginal mucous mem- 
brane. The senile kolpitis, in addition to causing a free 
purulent discharge, produces severe homing pains and 
itching. Diphtheritic, or croupous, kolpitis is seen in in- 
fectious diseases with gangi'Cne of the vulva. This foi-ni 
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of kolpitia may lead to adhesioiiB and stenoses of the 
vagina, which are often taken to be congenital. 

TreRtment. — Since the vanons forms of kolpitis are 
either of iDfections origin op owe their long esistcnce to 
the influence of micro- organisms present in the vagina, 
they should be attacked by antiseptic means. The most 
useful solutions in the acute gonorrhceal form are 1 per 
cent, of lysol, or 1 in 1000 of corrosive sublimate used once 
a day as vaginal donches. After careful drying of the 
vagina with lint on a bolder through a speculum in oi'der 
to prevent poisoning, a strip of iodoform ganze is intro- 
duced and left in the vagina. When the patient cannot 
come so often to see the doctor, washing out with 1 per 
cent, zinc chloride solution at 37° C. (98-6° F.) must be 
ordei-ed twice a day. In the manifold gonorrhceal vulvo- 
vaginitiB of little children the author has seen the best 
results from the injection of a 10-20 per cent, solution of 
silver nitrate two or three times a week by means of 
Brann's syringe, followed by a 3 per cent, solution of 
common salt to neutralise it. In the chronic forma, dilute 
acetic acid is the surest and quickest agent. This is ponred 
into the vagina through a Fergusson'a speculum two or 
three times a week, after douching with solutions of 1 per 
cent, lysol or 1 in 1000 corrosive sublimate, and by gradual 
withdrawal of the speculum it is bvoughtinto contact with 
the walls of the vagina on every side. The low^est seg. 
ment of the vagina is then mopped with lint squeezed out 
of the acetic acid. The residue of the acetic acid is re- 
moved by repeated douches of simple water or of 1 per 
cent, solution of lysol. Fi'om a consideration of the etio- 
logy, it is seen that the discharge, which comes from above 
and runs downwards, must be tackled at its source. 
General treatment has also its role. In chlorosis, the 
discharge which is so much complained of can usually 
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stopped by giving ti-on. In this way the local examination 
of virgins may be avoided. The latter aboald never be 
resorted to unless absolutely necessary. Other indications 
for the treatment of vaginitis are plainly evident when the 
etiology is carefully considered. 

Swellings and Tumours of the Vagina- 

HerniiB, hiematomata, and cysts have been ah-eady 
mentioned (see p. 70). 

A multiple formation during pregnancy of little cysts 
filled with gas has been described by Winckel as kolpo- 
Lyperplasift cystica. Their contenls, according to Zweifol, 
consist of trim ethyl amine, which is also present in the 
vaginal secretion of pregnant women, and ho says that 
they are derived from dilated vaginal glands. Treatment 
is unnecessary. Pointed condylomata are found in the 
vagina, even as high as the portio vaginalis, but tbey do 
not form such large growths ae those outside the vagina. 

Of trae tumours, arising primarily from the vagina, we 
may mention fibroma, carcinoma, and sarcoma. Sarcoma 
occurs chiefly in children and hence an examination is 
necessary for vaginal bleeding in children. 

The treatment consists in total removal, wherever 
possible, with wide cutting into healthy tisane and filling 
in of the gap by plastic operations. To open the field of 
operation the anthor recommends a preliminary splitting 
of the perinicum and lower vaginal wall. 

Vesico-vaginal and other Pistalie of the Genitals. 

Tliese arise most commonly from long-continued pres- 
sure of the fcetal head in labour, and leas frequently from 
exti'action with forceps. Still leas frequently they may 
arise from opei'ative metUods, by which the vesico -cervical 
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jBico-vaginal wall is cat through, such as turning and I 
perforation. They may also arise from vesical oalculua I 
and ulccratioD, and from the use of peRsaries. I 

The commonest form is the vesico-vaginal fistula ; if it I 
involves the anterior cervical lip then one speaks of deep 
or superficial veaico-utero- vaginal fistula. If the opening 
lies above the intact oa uteri, then it is termed a cervico- 
veaical fistula. In addition we find urethro- vaginal and 
ore tero- vaginal as well as ureteiw- uterine fistulse. The 
uretero- vaginal fistulte arise now and tben in coaneciion 1 
with vaginal total extirpation of the uterus. I 

Fiatulffi vary very much in size. They can be as small 1 
as a pin's head or an large as the palm of the Land. I 

The symptoms of fistnlie come on (when the latter ia 1 
not due to direct laceration) a few days after the confine- J 
ment. In nretiii-o- vaginal fistula the urine is retained and I 
cannot be passed in the usual stream, but runs out of the I 
vagina. In vesico-vaginal fistula the urine dribhlea out 
of the vagina continuously and involuntarily. If the 
catheter be used the bladder is found empty. This ia the 
case also with the various vosico-uterine fistulEe. 

In the ui-etei-o-genital fiatalse, on the other hand, the ] 
patient passes water from time to time voluntarily; on 
passing the catheter, urine ia found in the bladder, but I 
nrine also dribbles away continuously from the vagina, J 
The continuous wetting with urine of the vagina and the 1 
parts around the external genitals produces intense in- | 
flammation and eczema. As a result of urinary decom- I 
position the patient gives off a uilnoua odour. The disease I 
invalids the patient and renders Ler incapable of getting 
about. 

The diagnosis ia at once known from the patient's 
account, and the only difficulty is to discover the site of 
tile fistula when this is small and surrounded by cicatricial . 
tissue. I 
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Lapgei' fistulfe ai-e to be made out with the catheter and 
finger, whilst the smaller ones are sought out by the aid 
of Sims' spccalum and the use of a small sharp hook to 
draw the parts aanndcr. 11: the fistula cannot bo found, 
then milt is injected into tlio bladder, and this trickles 
oiit of the month of the fistiiln, ov in Tcaico- cervical 
fistute from the os uteii. It is only in cases of nretpro- 
"vaginal fistula that the injected milk remains in the 
bladder. 

The prognosis of fistula has become a good one, owing 
to the improvement in ti-eatment. Only in a few specially 
complicated cases is the direct closure of the fistula im- 
possible. Many fistulie, the cervico- vesical fistnlEe specially, 
heal spontaneously under the use of caustics. 

Treatment. — In small and recent flstnlm an attempt 
to cure with canstics should he made. For this a self- 
retaining catheter must bo used to allow the mine to rnn 
oft continually.* If these attempts fail, or the fistala is 
large, then the edges of the fistula must be vivified freely 
with the knife and united with sutures. The elements 
necessary for success are accessibility of the fistula, 
sufficient freshening oE its edges, exact sntnre, and careful 
asepsis. As a result of a correct estimation of the value 
of the first three points, Sims and Simon had great success, 
even before the antiseptic period. 

For exposing the fistula to free view the most varied 
postures have been invented, as the side position, the 
knee, elbow, and the elevated lithotomy positions. The 

* [The rBtaiued catheter may, of itself, indnpe hauling in it recent 
Uttnla. When this f rcnlment is adopted two ostheters must be used 
(preferably tlia short bulbims- ended catheter of Skene), and the in- 
strument must be changed every night and morning. Many 
surf{eona alirsjB use Skene's catheter for two neeke after operation. 
—J. Vf. T.l 
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lasL BulBces for most of the cases. By means of Simon's 
specula the fistnia is bronght into view, and the operator 
uses a sharp hook or volsella to spread ont the region of 
the fistula. Wheu the liatula ia snrMunded by scai- 
tissue a long preparatory 
is necessary, by which the cicatri- 
cial bands are partly cut through 
and partly stretched with hai-d 
rubber cylinders or balls (after 
Bozemanu),* Any vesical catarrh mast be removed before 
operation by prepara- 
tory treatment, including 
injections into the blad- 
der. The freshened sur- 
face has geod'ally an oval 
ell ape, and lies trans- 
versely with the fistala 
in its middle. The mac- 
gin of the wound, which 
is marked out previously 
with the knife, lies aboat 
l-2cm.(| to >■ inch) from 
of the iistala. 
From the marked- oat 
wound margin a teno- 
tomy knife, of which 
must be several 
with blades at diifei'ent 
is pushed through 
deeply into the fistula, 
membrane (Fig. 48), 
the whole of the tissue 

I ting aocesMibility. 




86 A MANUAL OF GYNAECOLOGICAL PRACTICE. 

lying ill tlie area to fee vivified (Fig. 49). When this is 
impossiWe, any remaining ialets of vaginal mucons mem- 
brane must be cut away with the Bcissora. If themncouB 
membrane of the bladder crowds into the fistula it mnst 
be held back by a catheter fram within the bladder. 
Continuous irrigation or frequent sponging is used to 
cleanse the wound from blood. More simple than the 
vivifying method is the method of flap-BpHtting,* whicb 
has been recently practised. After stretching the fistula 
in any given dii'ectioi;, au incision is made over it in the 
direction of the estension, the edges of the wound near the 
fistula ai-e seized and drawn away from the margin of the 
fistula, and then undermined for about 075 cm. (^ 
inch) (FritHch), The vaginal wall is 
separated from the blader wall all round tho 
fistula. The wonnd has the same oval shape 
as after vivifying (Fig. 50). The stitches ai-e 
put ill at intervals of from i to ^ cm. (yL 
t-o { inch). They are entered right at the 
edge of the wound, and cari'ied under its 
whole surface. Where the tension is great, 
'^ sutures are inserted f to ^ cm, (^ to ^ inch) 

Fig. ic. fi-om the wound margin to relieve the tensioD 
(Simon) (Pig. 52). 

• [On flFtp-»plitting us applied to veBico-Taginal fistula;:— This 
metliod, nbicb has been popularised by Laweon Tail, is especiully 
Kpplitablo to GstulK of large size, na no tissue isremoved. Tbeedge 
ot tho fistula is tliorougfaly split bj a eidbU scalpel, the flaps aro 
everted, and silknorni-Kut sutures are parsed at fhort intervals by a 
long-faandled uecdle. The futures close tlie fislnto, it pos-ojble, iu a 
tranaverse direction. At each end ol this troniverse wound a semi- 
circulsr buried suture of hilknorm-gHt i» passed beyond the level of 
tho Jplit, aad on tying these, complete spreading out ot the Haps ia 
iiecc«9ari1y obtained. The success of the operation depends largely 
upon the careful pausing of the?e sulurea at Ibe angles.— J. W. T.] 
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The BQturea which closo the tistnla most pass from 
without inwards above, and from within ont wards 
below. The mucous membrane of the bladder mnst 
on no account be included 
(Fig. 48). The sutures are 
not tied until all have been 
passed, and those passing 
through the fiatuln are 
tied first, bo that if one 1 
the thin sutures gives : 
tying another can bo passed . 
at once without difficulty. 

The two asaiatants who 
have chat^e of the volseJla 
aud the tenatiula (the specu- 
lum should be held by a 
nurse sitting behind one 
assistant) must sort the 
tbreads moat carefully, so 
that the operator may not fir. si. 

tie two false ends together. 

The right and left assistants draw the threads of their 
own sides towards themselves. The right assistant must 
at the moment of tying draw the edges of the wound 
together with forceps to insure exact apposition. Before 
this the Qpper and lower tenaculum forceps or hooks, or 
the ligatures as used by Simon for drawing open the 
cervix, must bo removed. After tying all the sutures, 
superficial ones are put in. Then 200 gr. (4 ounces) ot 
water are inje::ted into the bladder in order to see if the 
latter ia water-tight. The Buturos are cut, the wound 
sponged clean and dusted with iodofoim. A strip of 
iodoform gauze is laid in the vagina. The material of the 
sutures ia of no importance so long as it is aseptic. Firm 
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aatunug material, such as wire aad allkworm gat, have 
perhaps the advantage over silk, in that they do not caarry 
matter into the wound as silk does. 

The after-treatment consists in interfering as little as 
possible (Simon). The catheter ia only used when the 
patient cannot pass her water. The lateral position, 
frequent micturition, and keeping the motions loose are 
alt useful aids. The patient must keep her bed at least 
eight days. From this time the sutures are gradually re- 
moved. Even after closure of the fistula incontinence 
often remains, because the bladder has lost its power of 
extensibility, or the sphincter has ati-ophied or been 
injured. In this first condition Hogar has obtained a cure 
by continuously increasing distensions of the bladder. 
In the latter conditions the operations of Winckel and 
B. S. Schultze come into consideration — these produce 
; of the urethra 



1 




and the neck of the bladder 
by removing an oval seg- 
ment of the ure thro- vaginal 
septum, with or without 
the inclusion of urethral or 
bladder mucous membrane. 
It is only in very bad 
vesico- vaginal fistuliE, and 
even then only when they 
are specially complicated, 
that either this or the flap 
Pig. ?■■ operation is not perfectly 

Huccesaful. Kolpokleisis is 
then indicated (Simon) at a lower level in the vagina. 
A ring of tissue 1-6-2 cm. (^ to ^ inch) broad and 3 ram. 
(^ inch) thick is removed and the surface sutured, the 
sntnres uniting the anterior and posterior walls rather 
than the lateral walla (Fig. 52). In a similar n 
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uretei'o-va.ginal fistula an obliqaeobliterationoE the vagina 
may bo carried out. 

Kalpokleiais baa a great disadvantage in that it pre- 
B coitus, and calculi form readily in the part of the 
vagina cut off. Similar objections apply with increased 
force in obliteratio yulvE rectalia, the operation which 
Rose has described for complete destruction of the urethra. 
In this operation the meatus urinarius and the vttlva are 
closed after a recto-vaginal fistula has been established ; 
just as iu treating a uretcro-vaginal fistula a vesico- 
vaginal fistula ia made. These artificial fistulte Lave a 
great tendency to close, so that a big piece of mucous mem- 
brane should be removed and the wound margins sutured. 

Perhaps the decomposition of the urine in kolpokleisia 
and in Rose's operation may be avoided by washing out 
daily per arethram and i-ectum respectively. 

If after splitting the cervix a cervico- vesical fistula 
does not heal on titatment, then hysterokleiais is indi- 
cated. In u re tero- uterine fiatulee nothing bnt removal of 
the kidney of that side has been effectual (Zweifel, B. 
Crede). Gusserow has also performed nephrectomy with 
succeaa in a case of uretera- abdominal fistula aa recom- 
mended by Siraon. The patient is still in good healtli 
after six years. 

FistulsB of this kind may arise after the removal of 
inti'a^ligamentai'y tumours by laparotoniy. 

Of late one may hope with some assurance that Kol- 
pokleisia will entirely disappear from the test, owing to 
the new methoda of opei'ating of Trendelenburg, Barden- 
hener, and the author. Trendelenburg lays open vesico- 
vaginal fistalte by section fi'om above. Bardenheuer, 
without opening the bladder, separates, by an incision 
above the symphysia, the adhesions of the walla of the 
fifltnla to the pelvic bones, and thua renders possible the 
sntare of the now movable walls of the fistula. 
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The anthor believes that he has found a anre way of 
healing uretero- vaginal listulte. This he carried ont as 
follows;— An elastic catheter was introduced into the 
ureter, and the vagina was freed upward and dowowai'd 
by flap-splitting from the fistula (Figs. 53 and 64). At 
the bottom of this wound an opening into the bladder 





Fig- 53. 

was made which reached up to the raouth of the ureter 
(Fig. 54). The ureteral mucous membrane waa now 
stitched with fine silkworm sutures to the vesleal mucous 
membrane, the ureteral wall was then split for 2 mm. 
above these ligatures upon a curved director introduced 
into the ureter, and was again 
stitched to the bladder in the 
region of this cut, mncona 
membrane beiug applied to 
mucous membrane. In this 
way the uretei'o- vesical wall 
(Figa. 53, 54) waa split for 
about 1 em., and the wound* 
stitched np with seven silk- 
worm sutures (Fig. 56) . The 
ureter now opened once more 
into the bladder directly 
(Fig. 55), and perhaps I cm. 
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away from the vesical opening. An artificial vesico- 
vaginal fistalEi suitable for sntnrLny; was thus made, the 
month of the ureter was widely removed ffom the bladder 
opening of this fiatnla. This opening was also sutured 
with interrupted silkworm sutui'eB. The ureteral c&theter 
was previously passed through the bladder and urethra 
outwards and remained in two days. Quick healing took 
place. A cystoacopic examination later showed the new 
ureteral opening to be three times as large as the right 
one. The inner silkworm suturea gradually appeared iu 
the vaginal scar. They should therefore bo replaced by 
catgut sutures. This method has these advantt^es over 
other methods, that by its failure a simple vesico- vaginal 
fistula is left which can be closed easily in oue or two 
sittings, and that the ureteral opening, which ia often 
stenosed, is widened. For the cure of uretero- uterine and 
nretero-parietal fistnlie, the anther performed abdominal 
section, and stitched the ureter " over a self -retaining 
catheter " into the blad- 
der (uretero -cystotomy) 
and ligatuiod the peri- 
pheral end of the ureter. 

Becto - vaginal fistula', 
Tvhich ai'ise from defec- 
tive union after rupture 
of the periuieum, from 
abscess breaking both 
ways, and from injuries,* 
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• A case camo iindcr observation in Gusserow'a clinio in irliich 
there had been orif^nally siippuralion ot Bartbolini'a glande. In a 
seoond case vesico vaginal and recto- vaginal fiatulic were due to 
oriminal abortioo. Tbe rectfl- vaginal fistula was cured Hrst and 
with one operation, the vesico-vaginal BbIuIb only after many opera- 
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vaginal ones wlien tliey a,re bigli in the vagina. But 
when lower down, the vivifying may be done, as in a 
prolapse operation, all round the fistula, or the whole 
periniBiim from the fistula may be divided, the walla of 
the fistula freshened, and the case ti'ented like a perineeal 
i-apture of the third degree. 

For aao- vestibular fistula, Fritsch has described a 
method by which (Fig. 56) the freed flap a is drawn over 
the fi'eshened surface c and united with d. 

VaginismuB. 
Marion Siras, who first descnbed this disease, defines 
it ae being excessive hypersestbesia of the hymen and the 
vaginal entrance, combined with such strong involuntary 
spasmodic contractions of the sphincter vtilvie that coitus 
cannot be accomplished. Sometimes the moi-e tonch with 
e, feather will produce such acute pain thnt the patient 

The most marked cases of vaginismus seen by Sims 
had no inflammatory complications. Impotence of the 
husband is a freqaent cause of vaginismus. 

Vaginismus produces much unhappineas in married 
life, and many psychoses in women. Cure is only ob- 
tained by excising tho hymen, in which Winckel has 
repeatedly found fibrous hypertrophy of 
gi the stroma with papillary growths of the 

^■uj^^ epithelium. The excision of tho hymen ia 
^M ^^^ carried out as follows ; The portion attached 
^H ^^H to the urethra in frant is seized with for- 
^^ ^^V ceps, and the hymen is cat off in a con- 
^■^^V tinaons piece with knife or scissors all 
^^^^^ round until the urethra ia again reached. 
n<- ST. If the hymen ascends over the nrethi-a the 

whole rim of the meatus must be removed, 



VAGINISMUS. 93 

80 that the excised piece has the following outline 
(Fig. 67). 

The figure is interesting from the fact that on one side 
a defect is seen in the removed hymen. This marks a 
small bit of hymen left behind by Sims, which continued 
the vaginismus. It was only on removal of this piece 
that a definite cure was obtained. The wound produced 
should be sutured and the vagina plugged with iodoform 
gauze. Simple dilatation will not cure vaginismus. This 
18 proved by those cases in which after conception under 
anaesthesia and consequent childbirth the vaginismus has 
again returned. A similar set of symptoms arise from 
inflammation of the vaginal entrance, following the first 
inapt attempts at coitus when the parts are small, or 
after gonorrhoea. 

In these cases, which should not be confounded with 
those described by Sims, the suffering is removed by 
curing the inflammation, by dilating the vaginal entrance,, 
and by increased experience on the part of the husband. 
A simple contraction of the muscles of the pelvic floor 
constrictor cunni et levator ani in hysterical and neurotie 
subjects without any hypersBsthesia of the vaginal inlet,. 
leads to the state which Hildebrandt has described as 
" penis captivus." Here a constitutional treatment is the 
only resource. 



THE GENITAL ATRESIA. 



Congenital atresia 






The acquired atves 

Vaginal atreaise ails 

piMcesfiea in tlie vaj^in 

from inflammations in 

diHeaaes, and from th 



Atresia ia congenital or ac 
are aa follows :^ 

a bymenalis, 
a vaginalis, 
sia nterina. 

Afcreflia hyraenalia is, according to 'Dohm, often mis- 
taken for atresia vaginalia. Atresia nterina is very rare. 
In atresia vaginalis the vagina may be wanting in whole 
or in part, or it may be closed only at one spot by a 
septum. Naturally the former conditions are much more 
difficult to treat. 

B are either vaginal or nterine. 

'rom inflammatory or ulcerative 

Tho uterine atresiee also arise 

from infections 

: caustics. In old 



! puerperiui 



a atresia of the interna! os is found analogous to 
the kolpitis adhesiva. This loads to the collection of 
loncua or pus (hydi*o- and pyo-metra). Atresia in an 
otherwise normal vagina is always acquired. 

Symptoms. — In all cases of atresia, luenatmation 
is abaent, and in its place at the time of puberty pains 
come on which are at first periodic and then become 
moi'e continuous. These pains are cauaed by retention oi 
the menstrual fluid. Since pains of this kind withi 
menstruation are often met with at the beginning 
puberty even in normally formed girls (ovarian dys- 
menon-hoaa), it frequently happens that a case of con- 
genital atresia is not examined for a long time. With 
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symptotna of this kind tiie medics,! man shonld alw&ys 
insist upon an examination. The greater the collection 
of the fluid becomes, so much the more does obatmction to 
deftecation and micturition ensue. On esamination the 
vagina is found distended (heemato-kalpos), but ib is only 
after long duration that the cervis is also distended 




{hwmato-metra. Fig. 58). When atresia uterina is present 
a primary hiemalo-meti'a is formed. The greater the dis- 
tension of the uterus the more danger there ia of blood 
distension of the tubes also (htemato-salpinx). The 
closure of tbe tubes in these cases is due to a spread of 
the inflammation which caused the vaginal atrei^ia. And 
the fatal peritonitis which ensues when these tubes 
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rnptnm is explained by the presence of tlie germs of 
infiammation in ths flaid. 

From tlie description given diae^osis is easy. In 
atresia hjraenalis and vaginalia the obstrnction is evident. 
It is pnsbed down and often allows the blood to be seen 
throngh it. By the combined recto-abdominal examination 
a tumoiii' filling the pelvis ia felt, and npon this there lies 
a small swelling. This ia the uterus. In many cases the 
distended tubes are to be felt as sans age- shaped bodies 
close by. Tlie examination must be made very carefully, 
as the tubes may be ruptured, and fatal peritonitis may 

In primary hsemato-metra the uterus is felt by the 
bimanual method of examination as a tense elastic tomour, 
the cervix is effaced, and there is no os uteri. In atresia 
at the internal os the cervix is present, but a ronnd 
elastic tnmour is felt in the position of the uterus, and 
the sound does not enter its cavity. ■ 

The prognosis ia bad Duless skilled treatment be 
adopted, because the blood cysts may rupture. Moat 
commonly the tubes bui'st, and as a rule the patient dies 
of peritonitis. Spontaneona cure only takea place when 
tbe obstruction itaelf yielda, or a very premature meno- 
pause seta in. 

The treatment ia simple only in those caaea where as 
yet no htemato-salpinx sac has formed] and the vagina is 
present ; for the closing septum is then but thin. In these 
oases the aeptum, should be split by a small incision, ao 
that the collected blood may flow away slowly. A 
amall incision is preferable, because it ia poaaible for a 
heemato salpinx to have escaped palpation. When the 
ontflow is more rapid, and especially if preasure from 
above be used, the tube aacs may be torn (owing to the 
downward displacement of tlieir uterine ends) at their 
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abdomioal ends, whicli are more or less fixed hy adhesions. 
In aoch a case the abdomen woald nowadays be opened, 
and tlie tubes and oviiries removed. In the same cautions 
way one pi-ocecda in openiog hteiuato-kolpos and IicematO' 
metra, where, owing to the thickneas of the obstruoting 
membranes, difficnlties arise. These difficulties can be 
overcome by working in the middle line between the 
bladder and the rectum after incising the onter skin, until 
the blood sac is reached. 

For tliia parpose a catheter must be placed in the 
bladder, and the operator's left forefinger in the rectum. 
With the finger or with a trocar the blood sac is opened 
and the eanula is left in or a drainage tnbe is introduced. 
The decomposition of the retained fluid is prevented by 
applying antiseptic pads to the vulva, and by changing 
these fi'eqnently. The channel thus formed ia best kept 
open by plastic covering of its surfaces. Even after a 
hsematoKolpos or a hrematometra has been opened, im- 
mediate salpingotomy (the removal of the tubal sac by 
laparotomy) may bo necessary in those cases when the 
tubes do not pour their blood into the ntcrus, or when the 
sansage-like sacs retain their size nnchanged while the 
uterus diminishes, or when they suddenly disappear with- 
ont at the same time any corresponding amount of blood 
being passed below, or when rupture has taken place 
with escape of blood into the peritoneal cavity. The 
prognosis of genital atresiie with hEemato-aalpini can be 
mnchimprovcd by Balpingotomy, as the cases of Leopold, 
Kehi'er, Csierny, and others prove, while Fn Id's researches 
show the simple vaginal operation in cases similarly com- 
plicated to have a mortality of 70 per cent. (39 deaths 
in 56 cases). Atresia of the internal os is treated 
by simply passing a sonnd or trocar through the 
obstruction, 

■ft 
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AtreslEe, with Doubling of the Genital Canal. 

TliBso atresira receive special mention because their 
diagnosis ia very diEBcult. The symptoms consist of pain, 
8,3 previously described, bat laenstruation is present. On 
examination in case of doubling of the whole genital 
canal there is found an elastic swellings adjacent to the 
vagina and uterus, and adjacent to the uterus alone in case 
of donblin^ of the nterns {Fig. 59). The absence of the 
vaginal fornix on the side of the swelling and the semi- 
circular shape of the os uteri, with its concavity directed 
towards the swelling, are veiy characteristic signs. 




Fig. AS.— BehsniBtla 



The prognosis in these cases, when allowed to take their 
course, is not so ^rave as in the other forms, because 
rupture takes place into the other half of the genital tract 
with greater ease. 

The treatment is much the same as in the more asoal 
atresim. In case of hcemato-inetra in a rndimeutary horn 
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of the nterns laparotomy is indicated. It is only by 
laparotomy that the correct diagnosis can be established 
in many cases, for nnless the inclination of the fandns 
uteri towards the other side leads the sargeon to diagnose 
a nterns nnicornis, and in consequence of this to diagnose 
the tumour correctly, the presence of a pediculated swell- 
ing in the broad ligament (such as is the characteristic 
formation in these cases) would lead him to think rather 
of an ovarian tumour. Four successful cases (Schroder, 
Leopold, Kehrer, Czemy) prove that laparotomy is in- 
dicated in cases of haemato-metra in rudimentary uterine 
comua with hsemato-salpinz, while of 10 similar cases 
operated upon from the vagina only one survived (90 per 
cent, mortality). In laparotomy it is best to leave the 
sound appendages behind. If castration is performed, 
we do not usually require to extirpate the haemato- 
metra. 



DISEASES OF THE UTERUS. 

Malformation and Defective Development of the 
Uterns. 

1. Complete Absence or Badimentary Formation 
of the Utems- 

(a) Vitb Absence of tlie Ovaries. — Patients so 
affected when viable ai-e cretins withoat distinctive sesunl 
characters. 

(b) With Freseace of the Ovaries. — Patients so 
nffect«d are of normal female habit and inclination. In 
rare instances severe pain (menstraal moliminn) comes on 
periodically, produced by the ripening' of the ova. In 
these cases the vagina may be entirely absent. The 
nretlii'a and the rectant are Bometimes atilised in coitns. 

Sacli patients are of great concern to the practitioner 
nhom they consnlt for amenorrhcsa, impossibility of coitus, 
sterilifj, and for dysmenorrhcea. For making a diagnosis 
the bimanaal examination hy rectum and abdomen ia 
necessary, becanse the vagina is wanting. If necessary 
this may be done nnder anaesthesia. In a case of mdi- 
mentary nteras one feels a band running length or cross- 
wise, or a T-sbaped botly, the legs of which represent the 
ununited remnants of the uterine horns. Near these one 
may often feel the ovaries. 

Treatment. — Since such patients are often married, 
the making of a passage with the knife between the 
bladder and the rectnm has been undertaken, and by 
laying gauze in it, or by turning flaps of skin from with- 
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out into it, attempts have been made to keep it open in 
oi'der to permit of coitus. Sterility cannot, of course, be 
cured. Should the menstrual molimon be excessively 
paiofal, castration is indicated. 

2. Congenital Atrophy of tlie Uterus. 

In this condition the uterus has its normal shape, that 
is to say, the cervix is not longer than the body, but the 
uterus, as a whole, is smaller than normal, and its walla 
are very thin. This congenital hypoplasia is commonly 
found, according to Virchow, in those severe forms of 
chlorosia which are associated with congenital Bmallness 
of the heart and aorta. This is a malformation just aa 
much as uterus rudimeutariue. tf there is any develop- 
ment of the ovaries the menstrual molimeu, with scanty 
but distinct menstruation, takes place. The symptoms 
which cause the patient to consult a surgeon are amen- 
orrhcea, or scant and infrequent menstrual mollmina, and 
in married women, sterility. 

An exact diagnosis of the state is made by measuring 
the uterus with the sound, when a length of 6j cm. (2-0 
inches roughly) or leas is fonnd. 

3. The Festal or Infantile Uterus. 

This is cLaractei-ised by its smallncss, but differs from 
congenital atrophy in the abnormal length and thiekueSB 
of the cervix in comparison with the thin-walled body- 
These points are easily made out bimanually. The pos- 
sessor of such a uterus often presents a very childish 
bearing. The hair of the mons veneris and of the axilla 
is wanting, the vulva and vagina are narrow, the breasts 
badly developed, and menstruation is absent as a result of 
defective development of the ovaries. It is tliia last sign 
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which canseB the patient to seek advice. Differfinces 
exist aa to the treatment of congenital atrophy of the 
aterus and of fcetal uterus. While most authors hold all 
treatment as useless for footal ntems, Gusserow is of quite 
the other opinion. He says that all treatment ia useless 
in congenital atrophy of the uterus because we have there 
to do with a malformation. But in fcetal uterus, if the 
uterus has the infantile form, as characterised by the pre- 
ponderance of the cervix over the fundus, we have to do 
with a failure of development only. An increased 
development of the uterns is to be aimed at by the use of 
hot douches, and especially by faradisation* of the uterus. 
One pole is placed within the uterns. The general health 
most be raised by suitable nourishment and careful 
hygienic conditions. In chlorosis ii-on must be given. 
Marriage very often renders other treatment annecesaary. 
The diversity of opinion ali-eady mentioned is easily ex- 
plained when we find that various transitional forms 
between the uterns fcetalis and the ntcrns atrophicos are 
met with. It would therefore be well to tiy the treat- 
ment in both conditions in case there be no corresponding 
arrest of development of the ovaries. 

Stenosis of the Uterus. 

Stenosis of the uterus concerns its lower segment, tbo 
cervix — and there are isolated stenoses of the external os, 
of the whole cervical canal, and more rarely of the internal 
OS uteri. Stenosis may be congenital or acquired. 

Congenital stenosis of tbe external os occui's under two 
conditions— stenosis in a normal sized uterus, and stenosis 

* This is very useful in the acquired uterine atrophy caused by 
repekted or too long continued Uatatioa. Tbe uterus becomtft 
larger, and menstruation c 
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in an atrophied nteruB. In congenital or acqnired stenosis 
of the Avhole canal the external os is naturally stenoHsd 
also. Congenital stenosis of the whole cervical canal ia 
generally accompanied with elongation of the cervii, which 
Ilea in the aiia of the vagina, with the small strongly ante- 
fleeted nterine body I'esting upon it (tlie anteflected 
uterns is in a position of re tixj version). We have here to 
do with an infantile atems and inflammatory hypertrophy 
of the cervix. 

Acquired stenoses are most commonly caused by 
intrauterine caustics — when care has not been taken to 
completely remove tlie excess of caustic by washing the 
uterus out after its use — also by cicatricial contraction as 
a result of ulcerative proceasea in the neighbourhood of 
the oa ntei-i, from extensive lacei-ations in labour, and 
from operations. Even ampntation of the portio, which 
is recommended generally to euro the Htenoais, may pro- 
duce cicatricial growth of thia kind, so that stenosis of 
the external os results. Finally the too free plastic 
closure of a cervical laceration (Emmet's operation) may 
have the same efEect. 

Inflammatory swelling of the cervical mucous mem- 
brane also produces a contraction of the cervical canal, as 
does senile involution of the whole uterus. In the latter 
ease the stenosis, in women who have borne children, 
affects the internal os only, since in muUipai'as the 
lower section of the cervix is permanently more . 
dilated. 

There is also a relative stenosis, which consists in the 
cervical canal being perhaps normally dilated, but with 
abnormally copious or viscid secretion of the uterus. 
Retention of the secretion takes place, as in stenosis of 
the cervix ; this leads to secondary dilatation of tho 
cavity of the body of tho uterus if corporeal catarrh is 



104 A MANUAL OF GYNAECOLOGICAL PRACTICE. 

present, or to spindle-shaped dilatatioa of the cervical 
cavity in cervical catarrh. 

Finally, there are temporary Btenoses of the interaal os 
uteH, which come from application of caustics to the 
cervical mucous membrane and from clumsy use of the 
sound. These are due to contraction of the muscular 
fibres of the inner os. Without contraction of this kind 
stenosis of the internal oa may be suspected wrongly 
when the sound is not pushed in the direction of the 
uterine cavity. 

STmptoms. — These are dyamenorrhoea and sterility, 
and Sims says that they are dne to the stenosis prevent- 
ing the escape of menstrual fluid and the entrance of 
spermatozoa. The retention of blood leads to painful 
contractions of the uterus. This nterine colic may come 
oa apart from menstruation in connection with catarrhal 
inflammation and stenosis, and arises then owing to the 
obfitmcted outflow of the catarrhal secretion. Sterility 
is not absolute, since spermatozoa can, by their smallness 
and activity, make their way through an abnormally 
nari'ow os uteri. It ia more commonly caused by inflam- 
mation of the uterine mucona membrane, or defective 
development of the whole aterua and ovaries which 
accompanies the stenosis. 

But there certainly ia a difficulty thrown in the way of 
conception by the various stenoses, if only because tliey 
hinder the normal eversion and consequent retraction of 
a fringe of cervical mucous membrane during coitns, 
which thus becomes laden with spermatozoa. As a result 
the spermatozoa stay longer in the vagina, where the acid 
mucus kills them. 

Dysmenorrhoea and sterility occur also in a series 
of other gymecological affections, especially diseases of 
tlie appendages of the uterus, and in defective develop- 
ment of the whole uterus or ovaries. 
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The diagnosia of stonosis should never be made from 
the hiatoi'y only, but by means of a Biifficient combined 
©xammatiou ono should make out the BJae of the whole 
uteroa, the conditiau of the tubes and ovaries, and of the 
pelvic peritoneum and cellular tissue. Tf nothing abnor- 
mal is found in these parts tbe possibility of atonosis may 
be entortaiued. 

DiagnoslB, — With the exception of relative etenoeis, 
the OS uteri is so narrow at times in stenosis of the external 
OS that one can scarcely feel it with the finger, and one 
can only recognise it in the Bpecnium as a small dimple. 
When this high degree of stenosis is present tho diagnosis 
is established in every case, even when the uterus is 
abnormally small ; while a alight stenosis in an abnormally 
email uterus is only a symptom of the ivant of develop- 
ment of the whole uterus. Every stenosis of the external 
OS uteri, including relative stenosis, is recognised by 
SBCondai'y dilatatioa of the cervical canal, which appears 
to be distended, lilte a bladder, by retention of the tough 
secretion. According to B.S. Schnltzo's cai'eful measure- 
ments, a sound of 4 mm. thickness should pass tho 
normally sized canal without difficulty if properly 
directed. We may further take stenoBis of the external 
OS as established if, in a uterus of normal size, a sound 
point 4 mm. thick cannot be passed, or can be passed 
only by using considei'able force. 

By using the sound mentioned we can discover stenosis 
of the whole cervical canal. This is present if the 4 mm. 
sound cannot pass through the cervical canal. 

Stenosis of tbe internal os uteri is diagnosed when 
the practitioner finds that in spite of careful use of the 
sound, in spite of bending it to suit the curve of the 
uterine axis, and in spite of pushing the sound forwards 
in tbe direction of the uterine canal, notwithstanding the 
fixation of the uterus with the volsella, an ordinary sound 
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of 4 mm. cannot be passed a,t all or only with some forcing- 
ofter repeated attempts. 

As regards prognosis stenoiiis does not eadanger life, 
bnt it may cause suffering of many kinds, which finally 
renders the woman a permaoent invalid. Menstruation 
is painful from its onset, and tbe patient has to keep her 
bed. As a result of retention of the secretion, endo- 
metritis with inci-eased secretion sets in, and uterine 
colic now oomes on which causes dysmenorrhcea apart 
from menstruation. By the more or less continuous 
cranip-liko pain the whole constitution, and specially the 
nervous system, is sympathetically affected — neuroses of 
the most varied character arise. The endometritis also 
spreads to the parenchyma of the uterus, to the perito- 
neum, and the ovaries. Thus, in addition to endometritis 
there arise, as a i^esult of stenosis, metritis, perimetritis, 
oophoritis, and perioophoritis. These lead to increased 
menstrual blood-flow and the onset of fresh pains. 

Treatment, — Before tho treatment of stenosis is under- 
taken one should find ont whether with the stenosis the- 
above-mentioned consequences are present or not. In 
recent febrile perimetritis all mauipulations are contra- 
indicated. If, on tho other hand, old perimetritic 
adhesions of the ovaries, or perimetntic bands fixing the 
nterus, are present, the patient should be antesthetised in 
order to free the ovaries bimannally from tlieir adhesions, 
and to stretch or tear down the bands. Whoa endome- 
tritis is present with the stenosis, one should endeavour 
to cure them both at once, the endometritis by curetting. 
Tlie niLComplicated cases of slight ste}iosis are very simple 
to treat. They occur in young girls soon after the onset 
of menstruation. The simple Introduction of a sound 
into the nterus is often sufficient in these cases to remove 
the dysmenorrhcea, and on marriage this enables concep- 
tion to take place. 
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In more severe stenoBis active tt'eatmeiit is indicated. 
In stenosis of the external oa tliis consists in bilateral 
diecision and Guture of the surfaces of the incision, and 
this certainly cares the Btenosis when carried out cor- 
rectly (Courty). The operation is as follows : — 

The external genitals and vagina are first carefully 
disinfected, and then the cervix is exposed by one or two 
of Simon's speenla. The anterior and posterior cervical 
lip are seized with volsella, and the nterua ia washed out 
with 3 per cent, carbolic lotion. The ob uteri ia then 
extended on each side by incisions J-I cm. (|-| inch) 
in width. Cowper'e scissors are nsed. 
Two wound surfaces arc thns formed 
which are next the cervical mucous 
membrane, and which extend from the 
apex of the anterior to the apex of the 
posterior lip. These wonnds tend to 
gape. The wounds are now closed by 
interrupted sutures of silk or catgnt 
passed transversely under the wound 
Borfaces, and bringing cervical and 
vaginal raucous membrane of thoportio 
into apposition. In this way the oa 
uteri retains itsgapiugconditioo, and 
reunion of the cnt surfaces is impos- 
sible, whereas this often takes place 
after simple discision without sutur- 
ing. The sutures are passed from 
above down, and tied at once. 

The assistant on the right with his pfg. eo. 

left hand must draw forward strongly 
the already tied sutures, together with the upper volsella. 
while with his right hand he turns in the wound edges by 
means of long forceps curved at the points. He must fold 
them in so that the operatoi- may bring them into ac- 
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curate apposition in Bpite of the donse tissae separating 
them. For this purpose the operator muBt tie the sutnrea 
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very tight and fast, 
of the wound edffea if 




still better for easy ooaption 
cat out the opposed wound 
surfaces in a keel shape 
(Chrobak) . After suture the 
threads are cat short, iodo- 
form is dusted over the 
wound, and a strip of gauze 
left in tho vagina. The 
patient should keep her bed 
eight days, the threads are 
better removed eight days 
later. When there is great 
discharge, daily vaginal 
donchos of lyaol should be 
given. If the lower aui-faco 
of the portio is wide, and the whole portio somewhat 
cylindrical or mushi'oom shaped, the conical excision of 
Simon-Slarekwald is ad^-isoble. For this tiio bilateral 
discisioD is made first, and then a wedge-shaped piece is 
cut out of both lipa of the cervix, the base of the wedge 
being downwards. Fig. 61 shows clewly tho mode of 
incising and snturing. 

In stenosis of the whols cervical canal and tbe 
internal os nteri discision is of no use. The parts of the 
incisions above the insertion of the vagina reunite. Here 
it has been customary to employ mecliauical dilatation. 
The use of a constant curi'ent of 50 milliamperes' strength 
withthenegativepoloin the uterus is the least painful and 
the roost speedy method of dilatation. A few sittings 
suffice to widen the whole cervical canal to all appearances 
permanently. Dysmenorrhoea disappears and conception 
may take place, aa the author has roany times noticed. 
When so strong an electric current is not at hand the 
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cervical caual ia dilated with metallic dilators jnEt Itefore- 
menstruation without causing great pain, and the nteras 
ia tamponaded with gauze. Menstruation ia then usually 
painless. The procednre should te repeated once or more 
if necessary. Mechanical dilatation is much quicker under 
RnEBstheaia. Under aniesthesia solid metallic dilators, such 
aa Hegar's, can be passed one after the other, and the uterus 
then completely tamponaded with gaii70. Antesthesia 
enables the dilatation to be carried out more fully. The 
tamponade causes a marked relaxation of the whole 




cervix, and an active hypertcmia of the uterine tissues, 
which IS of especial value m cases of defective develop. 
ment A plastic dilatation of the cervical canal has been 
described by Vulliet and practised with snccessby him and 
by the author. This consists in opening the anterior 
vaginal vault, in splitting the anterior cervical wall (Fig. 
62), and in suturing a flap taken from the portio (Fig. 
63) into this splitting. At the upper part of the flap 
{Fig. 63), which is implanted on the supravaginal part of 
the cervis, the mucous membrane of the portio must be 
removed. 



THE INFLAMMATORY DISEASES OF THE 
UTERUS. 

Inflammation of the Uterine Parenchyma 

(Metritis). 

1. Acnte Metritis. 

This arises in coiinectioii with gouori'liceal endometrifciB 
and also thpough infection of woEnds of tlie uterna. The 
latter are usuftlly caused during parturition, but may be 
the result of operative manipnlatioii. The simple passing 
of an unclean uterine Bound, or the removal of a small 
polypus can cause metritis which may end in fatal 
peritonitis. The question Low far a chill or improper 
conditions durinj^ menstruation may be dii'ect causes of 
acute metritis we leave unsettled. Anatomically we find 
in these cases hypercemia and serous exudation and 
small celled infiltration of the tissues. Staphylococci 
and sti'eptococci are found in the lymph spaces and veina 
of the ntei'ine wall in cases of septic infection. In favour- 
able cases a wall of granulation tissue prevents their 
further spread (Giirtner, Bumm). In subacute metritis 
gonouocci have been found in the whole muscle wall right 
up to the peritoneum. 

Symptoms. — Severe pains are felt in the hypo- 



gastrium, there ; 
purulent dischai'gi 
Peritoneal sympto 
—come on if the 
implicated. Absc 



is fever, and in gonorrhoea, markedly 
e from the enlarged and tender nterua. 
ma — abdominal distension and vomiting 
sei'ouB coat of the uterus is specially 
esses in the uterine wall itself are very 
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A few days' qniet rest in bed will usually canae 
the acute Bymptoms to remit. 

The treatment consists of absolute rest in bed, free 
movement of the bowels with castor oil, use of ice-baga, 
and opium or morphia for unceasing pain. Ichthyol has 
a happy effect upon the pains, and it is also vaunted as 
having extraordinary powers as an absorptive. It is 
prescribed in pills, 4 grammo (6 grains) daily, and as a 
salve in equal parts with lanolin and vaselin. If the 
disease arises from infection of a wound, any stitches 
present must be removed, the wound should be washed 
with 3-5 per cent, carbolic or 1 per cent, lysol solution 
and dnsted with iodoform, powder ; and the cavity of the 
aterns must be washed out with the same solution and 
filled with iodoform gauze. In gonorrheeal infection only 
antiseptic vaginal douches can be used danng the aonte 
stage. Stupes or fomentations are applied as soon as the 
acute iuflammation subsides. In gonorrhcea the local 
treatment of the endometrium must also be attended to 
(see p. 120). 

2. Chronic Metritis. 

This is unconamonly rare as an isolated disease. With it 
are fonnd as a rule endo- peri- and para-metritis, so that 
the symptomatic expression of chronic metritis is indeed 
difficult to define. The anatomical basis of chronic metritis 
is an increased growth of connective tissue from hypertemia, 
and finally, cin'hotic contraction of the whole uterine wall. 
As regards the letiology, all circumstances which produce 
hypera;mia of the uterus are of importance. Thus sub- 
involution after child-birth leaves the uterus abnormally 
rich in blood, and forms the most frequent cause of 
chronic metritis. An abnormally strong determination 
of blood to the uterus, without a sufficient consequent 
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removal of it, takea place from imperfect or interrupted 
coitus, from masturbation, and from hindered excretion, 
in displacements of the uterus from cicati'icial bands 
about the uterus, after peri- or para-metritis, from 
tumours of adjoining stmetarea, from habitual over-dia- 
tension of the bladder and bowel, and from, diseases of 
the liver, Iuhwr, and heart, which also prodnce in- 
dnrntion of the other pelvic organs. The uterine 
parenchymals also secondarily affected by extension of 
the inflammation from the endometrium. Gonorrhcea is 
the commonest cause of chronic metritis. 

The symptoms of simple uncomplicated chronic metritis 
(which is very rare) consist only of sacral pain, a feeling 
of weight and tension in the pelvis, and when the enlarge- 
ment of the uterus is great frequent desire for micturition. 
Increased menstrual flow (menorrhagia) and increased 
uterine secretion point to aifection of tlie endometrium 
which overshadows the chronic metritis. And on the 
removal of the former the symptoms of chronic metritis 
disappear. 

The diagnosis of chronic metritis may bo decided upon 
when the uterus is enlarged and tender. When the 
ntems is not fixed, the normal bend of the anterior 
surface is lost, that is, the uterus ia in a position of 
anteversion. Pregnancy must be specially taken into 
question when considering the differential diagnosis. In 
this condition, however, the uterus is much softer and 
more yielding. If the diagnosis of chTOuic metritis has 
been made, it is necessary to note which of the almost 
always accompanying complications are present, since tlie 
symptoms of chronic metntis disappear with the suc- 
cessful treatment of the complications. 

TreatmAiit. — Suitable treatment daring the pner- 
perium, and especially in connection with abortion, ii 
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necessary as a prophylactic means. Moi-e care should be 
bestowed upon the training of j^irls at the time of puberty 
eo as to ensure regular habits of defracation and of 
micturition. Displacements of the uterus must be rectified. 
Cicatricial banda following peri- and para-raetritis should 




be stretched by massage, which should also be applied to 
the uterus itself. Massage causes resolution of^ recent 
inflammatory esndations, and by exciting uterine con- 
traction, removes the accompanying hyperemia. Hot 
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vaginal douches (np to 50° C.) (122° F,), dilatation 
of the nteriia by tents or by tarapouading' with iodoform 
ganze, curetting followed by the use of a solution of 
chloride of nine (to 50 per cent,) as a caustic, all act in the 
same manner. This last method of treatment eaaentially 
cares the endometritis fi-om which the metritis primarily 
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arose. It tends to shoi'ten the period of local gyuffico- 
logical treatment, and thus lessens the probability of 
subsequent neuroses. In quite chronic cases where the 
nterus is very indurated and enlarged this treatment is 
not successful. Amputation of the portio is indicated 
in these cases, and this, according to C. Braun and A. 
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Martin, leads to involution of the whole uterus. The 
excision of a wedge-shaped piece from the whole anterior 
cervical wall, after opening the anterior vaginal vault, is 
technically more simple and practical. The author has 
performed this in a series of cases. If the cervical canal 
is very big, apiece of the mucous membrane is removed at 
the same time (Fig. 64), if it is normal in size the wedge is 
only carried up to the mucous membrane. The space is 
closed by 6-7 interrupted sutures ; those passing through 
the supravaginal portion are buried. The wound in the 
vaginal vault, which is naturally a transverse one, is 
closed with continuous catgut sutures transversely, and 
only after vaginal fixation (see operative treatment of 
retroflexion) is it closed sagittally (Fig. 65). By this 
operation a normal slender cervix is obtained, which 
later cicatricial contraction will not alter. Para- and 
perimetritis posterior, which have commonly followed 
the hitherto used method of amputation of the portio 
(p. 134), cannot occur. Where the body of the uterus is 
very much enlarged and the cervix is small an oval 
excision of the anterior uterine wall is performed before 
vaginal fixation. As " after-treatment " the various 
bath and water cures are used (brine, mud, chalybeate, 
and sea-baths, iron, and purgative waters). The benefits 
derived from these are due to the altered and (hygieni- 
cally) more suitable methods of living which of necessity 
accompany their use. 

Inflammation of the Endometrium 
(Endometritis) . 

This may be localised in the cervix alone — (endome- 
tritis cervicis) ; in the body alone — (endometritis cor- 
poris), or in both cervix and body. 
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Acute Endometritis. 

Acute endometritis arises fiwrn the aiime causes as 
those given for acute metritis; aUo from infection of 
dead matter in the uterus as of rciuBants of deeidua 
(endometritis saprophytica). As a secondary condition it 
ia found in infections diseases and phosphorus poisoning; 
the inflamed mncous membrane exhibits numerous 
hiemorrhnges (Slavjansky). The diagnosis is based 
upon the intense redness and swelling of the visible 
cervical mucous membi'aMe, upon the profuBo purulent 
or foul secretion, and on the tendei'ncss of the whole 
ntenne lining on exploration with the sound. The 
danger of acute septic endometritis lies in the possibility 
of its causing peritonitis or infection of the blood in cases 
where thei-e is no proper f;ranulation wall formed to pre- 
vent the entrance of lission-germs into the lymphatics 
and veins. The danger of gononhoeal endometritis ia in 
secondary inflammation of the adnexa and pelvic peri- 
toneum, Putrid or saprophytic endometritis is local, but 
may leave chronic endometritis behind. 

The treatment consists of rest in bed, emptying of the 
bowels, and application of ice-bags. In cases of septic 
eudometritiB, antiseptic uterine douches are used as 
mentioned in acute metritis, and the uterus is tamponaded 
with iodoform gauze of 20 per cent, strength. When the 
fever and the foul discharge still continue, and there ia 
no disease of the appendages, curetting comes into con- 
sideration. In acnte gonorrboeal endometritis this could 
only be permitted at the very commencement of the dis- 
ease before it has reached the tubes and the peritoneam, 
when the ntems and appendages are not perceptibly 
tender on pressure. The gynecologist very rarely sees 
BucU cases. 

Vaporisation may be of use in such cases, 
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Chronic Endometritis. 
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luetiritia, and in addition fi'om. mischief, uanally of an 
infections character, which reaches the eadometriam 
from the vagintt. 

Gonorrhcoal and puerperal endometritis, and as B. S. 
Schnltze has pointed out, the endometritis of yonng girls, 
arise iu this way. The humid tract of menstrual fluid 
at the time of menstruation offers an opportunity for 
infection from tlie atmosphere. In addition to this, 
direct irritants of the endometrium may produce inflam- 
mation. To this clas.s belong the endometritis of 
myomata (Wyder), and the endometritis after ahortion, 
which is caused by the retention of chorionic villi and 
decidual cells. Finally ovariau diseases can raSexly 
excite hyperiemia of the uterus, and lead to hyperplastic 
endometritis (Brennecke). Schauta cousiders these non- 
infectious conditions of endometritis as hyperplasias of 
the endometrium. There is no small celled infiltration 
oor purulent secretion. 

1. Endometritis Corporis Chronica. 
Pathologico - anatomical Conditioii. — On macro- 
acopical examination only the sigu.s of inflammation are 
seen, especially redness and swelling. More marked 
swelling of circumscribed character produces polypoid 
outgrowths. The microscope alone can separate the 
various forms of inflammation. C. Buge differentiates 
two forma, tjie glandular and the interstitial. In the 
first the glands are dilated and enlarged or increased in 
number. In the second, small-celled iufiltration of the 
connective tissue is seen in earlier stages, and in later 
stages spindle cells. This may produce complete loss of 
the glands and the surface epithelium (endometritis 
atrophica). Mixed forma also arise, ^'aeii titia waija- 
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metritis is due to abortioii, decidual cells are found in the 
inflamed endometriam. 

SrniptomB of corporeal endometritia. These consiat. 
of quartitatiTe and qualitative clianges in the secretion, 
increased menstrual flow (menorrhagia), and pain. The 
normal mucous njembrane of the body of the uterus has 
no secretion, whereas the diseased endometrium eeeretes 
a glassy mucus, or glassy mucus mixed with pus, or pure 
pus. And, moreover, at each menstruation fibrinous clots 
or the superficial layer of the inflamed endometrium may 
be cast out. The latter condition is called " endometritis 
exfoliativa," or from the symptoms " membranous 
dysmenorrhoea." The general health suffers from the 
loss of blood and the copious secretion, and very marked 
aneemia may ensue. We find both of these symptoms 
especially well marked in endometritis glandularis caused 
by myomata. In interstitial endometritis hEemorrhage is 
the only symptom. Very severe disorders of the general 
system often arise in those forms of endometritis where 
only a small amonnt of mucopurulent secretion is dis- 
charged. Dysmenorrhea and sterility, nervous dyspepsia, 
pain in the sacrum, migraine, asthmatical attacks, sJid 
nervous coughing fits (B. S, Schultze) also come on in 
these cases. The pain arising from endometritis may be 
continuous or exist only during menstruation (dysmenor- 
rhoea), or come on between the periods (intermenstrual 
pain). The intermenstrnal pain is frequently produced, 
as B. S. Schnltze showed, by a periodical discharge of 
pus from the nterus lasting only a few hoai-s or days. 
The various painful sensations which accompany endo- 
metritis can be excited by irritating the diseased muoons 
membraue with a sound. 

Diagnosis. — When the symptoms given above are 
present, and there is no sign of cervical catarrh (erosion 
or ectropion), corporeal endometritis may be diagnosed. 
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Ab regards tlie amonnt of menstrnal discharge, the 
physician jadges by the patient's account, by observing 
the cervix by means of a speenlnm, or by wiping oat the 
uteras with cotton wool on a Playfair's probe he can find 
if the secretion is abnormally copious or purulent. The 
probe usually paasea with great ease into the dilated 
uterine cavity d£ corpoi'eal endometritia. In cases where 
no manifest symptoms are preseot it is very KBefal to 
catch the scanty secretion by means of B. S. Schultze'a 
tampon probe. A tampon is dipped into a 20-25 per 
cent, solution, of glycerine tannin and then placed for 
24 to 48 hours against the extei'nal os. If the uterus is 
healthy nothing moi'e than a little lump of glassy cer- 
vical mucus is found upon the tampon, if the uterus is 
diseased pus is found. When cervical catarrh exists 
continuous menorrhagla points to corporeal endometritia 
as a complication. If no menorrhagia exists then a 
diagnosis of corporeal endometritis may be made when 
the probe covered with cotton wool passes with ease 
into the uterine cavity, and can there be freely moved 
about in all directions. The diagnosis oE endometritis 
from the symptoms is generally easy, but it is necessary 
to use the microscope in those cases where the menstrual 
discharges of two periods ran into one another, or where 
metrorrhaf^ia develops out of menori'hagia and there ia 
any p b 1 ty f m lignant disease of the endometrium. 
In Bu h t turally depends upon other circum- 

atanc h th tl operator simply removes a email bit 
of th mb w th the curette for microscopic exami- 

natio d t at the case accordingly, or whether he 

perfo m mpl t nretting at once and examines the 
remo d n a aft -wards with a microscope.* 

* Th t h 1 f m croscopical examiuatioa doee iiot differ from 
that ia geaeral nsa. The author lielieves iu the method of Von Benda. 
The speclmea igpUoedin a 10 per cent, solution ot saltpetre for some 
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If the investigation shows' it simplo 'eudometritis, then I 

a few applications of caustic will veiy frequently snflice, I 

bnt in malignant disease total extirpation should follow 
curetting. 

The prognosis of endometritis is favourable if the 
disease can only be placed under treatment before 
complications arise. These are metritis, peri- metritis, 
para-iaetritis, and m.alignant degeneration. When left 
to itself heemorrhagic endometritis, especially when result- 
ing ft'om myoma, may cause death as a consequence of 
anosmia and cardiac degeneration. 

Treatment. — Removal of the diseased macous mem- 
brane is undoubtedly the quickest and safest means of 
completely curing or palliating the disease. In the latter 
case the disease is subsequently cured by means of caustic 
applications. After cui-etting, a new and in many cases 
completely normal raacons membrane is formed fi\>m the 
fundi of the glands and the connective tissue around the 
f^lands. This is well pi'oved by the occuri-ence in these 
cases of pregnancy running' a normal course when sterility 
existed before or abortion took place. These, owing to 
their lying in depressions of the muscle fibres, are not 

hourd, then in Mflller's fluid. It ie cut with tlio freeztug microtome 
aed eeotiooa ure staiuod with Bjthmcr's hajtuatoxyUn salutiou. 
Within £4 Ul 48 hours one can obtain very good Ehdca. Or one can 
harden with alcohol aud cut the apecimeu with a razor, holding it 
Rxed in a piece oZ liver. OF late the Bpecicnens have been hardened 
iu pure forinaliu for 8 houra, waslied iu water for 8 to 12 houra, cut 
with a, freezing microtome, aud strained with picrocarioiue. It is 
abaolutely necessary to go by the viewa of C. Huge in order to get the 
true explanation of the specimen. These are very clearly given in 
Schroder's Saadbuch d. Krankheiten d. id. OeicMeohtaor^ane. It the 
material removed after every curetting ba oxamiued, the examiner 
will soon obUia the necessary RklU to enable him to distioguish 
between benigu and maUguanl disKuia of lUo raueouB membranes with 
uectaiuty. 
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toached by the curette. Tiie result oE caustic applies 
tioiia without pi-eviouB curetting ia very uncertain, anj^ 

the tfeatiaeiit lasts much longer. Curetting ia contra' 
indicated only wheu there is pus ia the neighbourhood of 
the uterus, especially in pyosalpinx (the bursting of 
which, with consequent fatal peritonitis, might be caused 
by operation), and when peri- and para-ut-erine exudations 
or their sequelfe exist. On the other hand chronic peri- and 
para-uterine bands do not contraiedicate either curetting; 
or the application of caustics. Tn fact one often sees that 
after local ti-entment of the endometrinm the preyioua 
tenderness of these bauds and othei' troubles disappear. 
The latter, such as pain on waiting, on defacation and 
coitus, are depeudent upon the irritivtiou of the tender 
bauds, i'l-om what has been said it will be seen that 
curetting should only be undertaken by some one who is 
accustomed to diagnose gyn (ecological conditions. 

After cui-etting, any cause oE hjpeifemia which tends 
to endometritis must be removed. Displacement of the 
uterus should be rectified, peti- and para- metri tic bands 
must be stretched by massage, the determination of blood 
to the uterus mast be treated by pi-ovoking uterine 
contraction (by massage, hot douches, caustics, etc.), and 
the general disorders oE the circulation must be attacked 
at their source (liver, heart, lungs). Advice must be 
given a,s to the importance of regular habits oE the body 
(bowels and bladder), and the necessity fur wearing an 
absoi-ptive (sublimats wood-wool, moss-pad) diaper during 
menstruation must be insisted upon. The husband must 
also be cui'cd in cases of gonorrhteal endometritis. Curet- 
ting, followed by the injection of tincture of iodine, often 
oui-es endometritis, even when the cause of irritation still 
continues. Runge htm proved this in the endometritis of 
myomata, and the author can endorse his view, The 
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aatior finds chloride of zinc (60 per cent, aolntion) still 
niore effective than tincture of iodine in these cases. 

Dsscriptioii of Cnretting.^ — By caretting (Synonyms, 
Abrasio, Raclage, Scraping) we nnderHtand the removal 
of the uterine mucons membm.no by mofina of special in- 
stmraents, aneh as a sharp spoon, or what is nioro ad- 
visable, a metal loop whose upper rim ia sharpened, and 
4.-10 mm. broad {the curette). This was first brought 
out by Recamter in 1846, then coudemned and finally 
cast into oblivion, was introduced into Germany by 
Hegar, Kaltenbach, and Olshausen, and soon obtained 
general recognition. The operation of curetting, by its 
curative effect upon the commonest of gyntecologioal 
diseases, endometritis, is decidedly one of the most 
beneficial achievements of modern gyniEcology. Curetting 
is an achievement of modern gyneecology, since anti- 
sepsis alone could make the operation a manipulation 
devoid of danger. 

The cliief use of tlie curette is for the removal 
of diseased raucous membrane of tbe nterus in the 
various forms of endometritis, which manifest themselves 
partly by hseraorrhage and partly by discliarges. Caret- 
ting of the cervix ia always indicated, but the raucous 
membrane of the cervix can only be removed very incom- 
pletely. The cuvette, however, always acts well by des- 
troying the mucous follicles and breaking down nnmei^oas 
blood-vessels. On the other hand, tbe mucous membrane 
of the body of tbe uterus can be removed entirely except 
the remains in the gland depressions of the muscular 
coat. The patient may be placed on a gjTitecological 
examining chair, or on a four-cornered table, or across 
a bed. In the two latter positions Schauta's crutch 
is very useful, but not absolutely intlispcn sable. An 
assistant standing on tbe i-iglit of the table, or sitting 
on the right side of the patient in bed, can com- 
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fortably hold the flexed limbs against the patient's ab- 
domen with his left hand and still have his right hand 
free for holding the irrigator. If the patient is not 
anaesthetised she can, if laid across the bed, place her 
feet on two stools between which the operator sits. It is 
well worth the trouble to aneesthetise the patient if she 
is delicate or nervous. The bladder and rectum must be 
emptied before the operation. After suflBcient disinfection 
of himself, the operator disinfects the external pudenda 
and parts around by washing and rubbing with 1 per 
cent, lysol solution and by soaping well and then douching 
with 3 per cent, carbolic lotion. The vagina is washed 
out with the same solution, and the walls are well rubbed 
down with a couple of fingers. Auvard's weighted specu- 
lum is now inserted, and its weight enables a full and open 
view of the cervix to be maintained during the whole 
operation without any assistant ; it covers the anal region, 
thus aiding asepsis, and it conducts the fluids and dejecta 
of the operation in a clean and comfortable manner 
to the receiving vessel. The anterior lip of the 
cervix is seized with volsella. This is done under 
guidance of one or two fingers, or by means of Simon's 
or Nott's speculum (the posterior blade of Simon's specu- 
lum suflBces to expose the cervix if the anterior vaginal 
wall be held up with the left forefinger). The volsella 
are handed to the assistant, and a double channeled 
catheter is passed into the uterine cavity under the 
guidance of the finger or the eye which was kept in situ. 
The uterus is then washed out with one of the already 
described solutions. The curette is carried into the 
uterus in a similar manner.* After gradual dilatation 

* Note on Dilatation of the Cervix : — A short description of 
instrumental dilatation is given on page 29. The translators 
specially recommend the use of Sloan's modification of the metal 
dilators of Hegar. Each of these is blunt x)ointed) and ther^l<^t^ 
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with solid dilators when the cei-vix ia natrow as in sterile 
nulliparae, it is well for the beginner, after letting the 
volsella go, to puali the nterna forwards and upwards with 
the curette, and to feel from without with the left hand 
whether the curette lies fully in the fnudna uteri. 

If this is the case, the volsella are taken again with the 
left hand and the anterior and posterior uterine walls are 
methodically aci-aped with the curette. The curette is 
then tamed and the fundus and lateral angles are likewise 
scraped. For this one must naturally press the curette 
with some degree of force against the uterine wall. One 
can scrape downwards with some force, but must carry the 
curette back very gently. Usually there is no evil result 
from a perforation with an aseptic instrument nnlesB 
liquor ferri or some similar solution be injected after- 
wards. If the uteriue cavity is very large the curette 
mast be bent to reach every part of the mucous membrane. 
For this reason it ia necessary to remove the speculum to 
secure complete curetting of the anterior wail, because the 
apeculam often prevents the I'eqnii'ed depreaaion of the 
handle of the curette. The curetting is complete when 
the curette produces a grating uoiae all over the interior 
of the uterQS. After the curetting, the utema must 
be again washed out so as to ensure the removal of the 
bits of mucous membrane. If cervical catarrh is also 
present the cervix must be curetted as well.* A caustic 
unlikely to perforate the uteruB, eaiih is doubly graduated, nnd pos- 
sesBBg a eUoulder or beuk whiuh. shows to the operator the ejaot 
amount of introduction. After the psMtage of the sound or c&tlieter 
to insure a uorrect knowledge of the direolioii of the uterine cavity 
the dilators ure pataed slow); uud in proper sequenoe until the cervix 
is sufficiently dilated for the operatiou to proceed or for digital 
oxamitintioii of the cuvily of the uterus if this be necesimry. 

* When the curetting is performed for dtajfuostic purposes the 
cervix must be soraped in every case. If this be aeglected ui 
ot the eervioai mucous membranB miiy he missed entirely. 
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injection of tinct. iodi, liq. fern, or zinc cliloride iu 50 
per cent. Bolution, is uBnally made after the cnretting by 
meane of Brann's syring^e. In order to prevent the 
passage of tbe agent into the dilated tubes and the 
peritoneal cavity, the piston mnst be pushed in very 
gradually while at tbe same time the syringe is slowly 
withdrawn from the utems. Then the nteriiie catheter 
nnist be quickly intixiduced to wash awaj' any anpei-fluity 
of tbe agent, which if left causes very severe uterine colio. 
If the catheter be not introduced at once the internal oa 
coutractB and renders its passage impossible. The author 
haa entirely ceased the use of these injections, and now 
applies caustics by Playfair's probe only. The bleeding 
18 usually slight, but may be very profuse, especially in 
endometritis after abortion. In these cases tamponade of 
the uterus and vagina is indicated. A atrip of iodoform 
gauze 1-4 cm. (0'4-l'6 inches) broad Is introduced up to 
the fundus of the uterus when the cervical canal i» 
sufficiently dilated. This is done with long forceps, or a 
uterine sound, or Ascb's instruments (p. 22). The whole 
uterus and the vaginal vaults are plugged tightly. The- 
vagina is plugged with wool tampons. Tbe tamponade 
must be a very firm one, since the stoppage of bleeding in 
the non-puerpei'al uterus is produced macli more by 
compression than by inducing uterine contractions. The 
materials for pluggingare contained in the coses mentioned 
by the writer on p. 2(5. A sudden marked dilatation of 
the Qterine cavity Is an event which often happens in 
curetting, and it simulates perfoi-atiou of the uterus. The 
curette all at once seems to pass in deeply without finding 
any resistance. But on external palpation the curette is 
found fo lie not immediately under the parietes, bat to be 
Hurrounded on every side by a very thin and slack sac- 
wall. A fitting explanation of this fact has not been 
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giTen. If perforation is caused, which may happen in 
spite of all care in a puei-peral ntema, the curetting must 
not be continued, and no caustics mnat be applied. With 
previous asepsis all inflammatory danger isavoided. The 
paina which often come on after curetting are treated by 
water packa, and if necessary fey injection of morphia. 
After being curetted a patient must i"eat abaolately for at 
least four days in bed. When any discharge remains, a 
second application of caustic (zinc chloride 50 per cent, 
eolution) should be made fourteen days after the curetting'. 
If the method of injection be used, it can only be carried 
out with the patient at home in bed, for very strong uterine 
colic often follows it, a proof that this reagent causes 
strong uterine coati'actioua. Additional applications of 
ainc chloi-ide (6-12 at two to eight day intervals) ai-e only 
need when curetting has been a failure, or in exfoliative 
endometritis and the endometritis of rayomata. They are 
also used in those cases where the discharge still persists 
after fourteen days from the last application. The applica- 
tions of canatica after curetting must be made with Play- 
fair's probe alone inpatients whoare walkingabout. The 
uterus must be washed out with antiseptic solutions both 
before and after use of caustics. Should the patient 
decline cnrettiog the physician is confined simply to these 
applications repeated every eighth day. In these cases 
the author valaes the injection of a 25 per cent, solution 
of carbolic in alcohol. Chloride of zinc in a watery 50 
per cent, solution, aa introduced by Rheinstadter and 
Briise, has pleased the anther very much as a caustic 
application. If menstruation ceases dmvug a long-con- 
tinued com'fie of caustic applications while discharge 
still continues, this points to the onset of cicatricial 
degeneration of the raucous membrane of the utems, the 
discharge coming from the cervix. The cervix should 
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be curetted without patting the patient to ted, and the 
applications of caustic ahould.lie limited to the cervix. If 
this method of treatment be carried out there is very little 
necessity, except iu i-are cases, for any other therapeutic 
aid. In the same class of cases electrolysis can be used 
by Apostoli's method. When this also fails, total extirpa- 
tiou of the nterus and myomectomy (in the case of 
myoma), also SneguireS'a method of vaporisation and 
the author's method of vaginal excision of the uterine 
moeosa may he taken into consideration. 

Endometritis cervicis. 

This is divided into the acate form (whicli is 
rare) and the chronic form of cervical endometritlB 
<or cervical catarrh). — The acute form is seen after 
severe gouorrhoaa or septic infection. The latter is gene- 
rally seen aft,er labour, where cervical lacerations foiin 
entrance ports for the invasion of sti'eptococci, but one 
may see it after gynscological operations which have not 
been performed with strict antisepsis. 

The acnte gonorrhcsal form can bo told by the swell- 
ing of the portio and its vivid redness, by the free oozing of 
pus from the os uteri, and by the protrusion of the cervical 
mucous membrane itself, swollen and blood red, from the os 
cteri. Taken with the urethritis and acute kolpitis always 
present in these cases, there is a complex condition which, 
without examining the cervical secretion for gonococci, 
makes the diagnosis of gonorrhcea certain. 

In septic infection of cervical lesions, the inflam- 
mation of the cervical mncous membrane is put iu the 
background by the septic ulceration arising from the 
injuries. This is accompanied by a, foul discharge and 
fever, 

The diagnosis is therefore easy. 
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An regards prognosis, tbe danger of gonon-bceal in- 
flammation lies in iti« spread to the nmcoas Tnembrane of 
the body of the nterna and of the tubes, and to the pelvic 
peritoneum and ovaries. This inflammation, which leads 
genei'ally to encapsnled absceeaes in the tubes, ovaries, 
and peritonenm, may in mre cases extend to general gon- 
orrhceal peritonitis (Wertheim), and caaae death. At the 
least, however, serious invalidism is the result of propagfu- 
tion of the inflammation of tbe cervical mucous membi'ane 
to the pelvic peiitonenm. 

In the septic form tbe prognosis depends upon whether 
the inflammation remains local or spi'eads by the lymph- 
atics and blood-vessels. 

The treatment consists, in the gonorrhceal form, in 
antiseptic douches of lysol, 1 per cent., and tamponading 
tbe vagina aftei'wards with iodofoi'm gauze — this should 
be done daily. A 1 per cent, solution of chloride of zinc 
(Fritsch) is also very useful as a douche when acute 
symptoms have subsided, and the patient does not remain 
under continuous medical cai'e. Together with cai'e for 
removal of the secretions absolute rest in bed and regulai* 
action of the bowels ai* necessary ; and on symptoms of 
inflammation of the uterus or pelvic peritoneum an ice- 
bag may be applied. The husband must also be treated. 
The septic form is treated locally by syringing the ulcers 
with 1 per cent, lyaol solution and dusting tliem with 
iodoform. In severe general infection no result can be 
expected from this treatment, and it should be omitted in 
order to spare the patient unnecessary worry. 

Chronic csrvickl catarrh, ai'ises either from the acute 
form or may come on without any acute stage. But even 
in tbe latter case it is caused by the same noxious agents 
as in the acute form. GonoiThofal infection plays by far 
the leading part. Slight septic infections during labour 
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are also factors. Even in virgina, as B. S. Sohnltze haa 
shown, the moist contiunoas channel of menstrnal blood 
flowing away may ffive the opportunity foi' infection, 
especially if, througli want of cleanliness, the hlood 
becomes decomposed on the external genitals. Bacterial 
invasions are very mach facilitated if the vagina and 
cervix gape widely through chronic lacerations. 

Pathological Anatomy. ^T he inflamed membrane 
ia swollen, very injected, and secretes mucus or pns very 
freely. The cyl'nd ' al [.'th Hum grows apace and sends 
glandular prolongat t the deeper structures. The 

aqnamons epith Imp th outer snrfaco of the portio 
changes fi'om i 1 p t la^ a outwards into cylindrical 
epithelium (C. li g a IJ "N eit). 

Simple eroBi n □ this manner. This is not a 

loss of substance, as was formerly thought, but a change 
of structure in tiasues. Still the cylindrical epithelium of 
the erosion can be secondarily removed, as proved 
by Doderlein and the anthor in their investigations. By 
this means a true losa of tissue, a troe erosion in the old 
sense of tbe word, arises. If tbeglandnlar ingi'owthspasa 
in regularly and perpend ienlarly to the surface, there are 
left shnt off between them thin bits of mucous membrane 
which look like papillm under tbe microscope — papillary 
erosion. If the glands become shut off they form cavities 
flUed with secretion — follicular erosion. These increase 
in size and pi'oject above the level of the mucous mem- 
brane. Throagh their weight they may drag t!io adjacent 
mncoua membrane into the form of a pedicle. In this 
way ])o]ypi of the mucous membrane are formed. When 
a great number of follicles lying together increase, and 
the cervical connective tissue also participates in the 
growth, Virchow'a follicular hypertrophy of the cervis 
results. The growth can bo so extensive as to reach the 
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vnlva (Fig. 66). If tteae cystic growths with the in- 
crease of connective tissue do not become prominent in 
this way they may form 
tamour-likeprojectiousin 
the cervical cavity which 
are apt to be mistaken for 
cancerons degeneration. 
In nulliparfe with narrow 
09 ntei'i the cervis may 
be ballooned from the re- 
tention of secretion. 

Symptoms. — These 
consist of the free dis- 
charge of tough secretion 
often mixed with pns, 
and of htemorrhage which 
occnrs at other times than 
the periods, and of paia which, in follicular erosion, is 
frequently of an nnbearahla harning chai-acter. 

Diagaosis. — The examining finger ia at once strnck 
with the softness or nodular consistence of the cervix. A 
mass of viscid cervical secretion often sticks to the finger. 
The erosion is seen in the specnlum, that is, the os nteri 
iBsnn'oundedhy a vividly reddened circle, which i a shmply 
contrasted with the paler tint of the normal portial mucons 
membrane. In papillary erosion a sensation as of a finely 
granular surface ia perceived, and on wiping off the secre- 
tion there is generally some bleeding. In follicular eroeion 
the follicles project as gray or yellow nodnlea (ovnli 
Nahothi). The inflamed cervical mucous membrane is 
exposed to view in cases of old lacei'ation (ectropium). 
The condition in multipariB which is often designated as 
erosion is really ccti-opinm, caused by exposure of the 
cervical mucous membrane in an nnonited laceration. 
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Roser, Emmet, and Doderlein aSii-m this, and tlie antlior, 
from hiB own investigation, agrees with them. The anthor 
would only count as pure erosion those rare cufiea in multi- 
parte with narrow 03 uteri, where the erosion spreads out 
widely on the ontor snrfaoe of the portio. IE the oa uteri 
in TOuUiparas is surrounded with only a narrow vividly 
reddened zone, this may be simply ectropitim and not 
wollen inflamed mucous membrane of 
; out of the OS uteri. For it is only 
with a very small os that nothing of tbe inflamed mucous 
raenibr'ane can be seen. Then dilatalion of the cervical 
canal and consequent shortening of the entii-e cervix may 
be present, as already mentioned. Polypi and follicular 
hypertrophy are recognised at once in the speculum. Car- 
a of the portio appears at first as an easily bleeding 
~ Ints out that with sufficient care it 

is poRaible to distingaiah between these affections by 
noting that the commencing cancer has a deeper ulcera- 
tion and produces loss of tiesae, and often has raised and 
inflltrated edges. At a still earlier pei'iod the new growth 
projects like a swelling above the level of the parts 
around and has a yellowish rod colour. CeHainJy it can 
only be secured by removing a portion which inclndes 
the cervical tissue pniper, and eiamining this micro- 
scopically. 

Frognosia. — The general health snffera from the ab- 
normal loss of natoral fluids and from pain. Sterility 
may be caused in multipane by cervical cataiTh. This 
may deleterionsly affect the mind. The possibility of 
malignant degeneration must always be remembered. 

Troatment.^The most important pai-t of the treat- 
ment consists of the therapeutic management of the 
<liseaaed cervical and aterine macous meuibi-ane itself. 
The treatment of simple erasion is of (jaito secondary im- 
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partance. Cervical catarrh is treated by cleaning oat the 
cervical mucus with Plflyfair's probe, and then acraping 
the surface with & curette or a sharp apoon. Even if the 
mncoua membrane be not completely removed by this 
means, still a great number of vessels are opened and the 
hyperajmia is reduced. The same end is effected in erosion 
by scarifying with a lancet. The cervical canal is then 
wiped out with cotton wool wrapped round a probe, and 
dipped in 8 per cent, carbolic lotion, or 50 per cent. 
chloride of zinc solution. An iodoform glycerine tampon 
is placed against the cervix, and is retnovedby the patient 
in twenty-four hours. Four days later caustications of 
the raucous membrane and erosions are begun after 
previous wiping away of the mucus. These ai'e repeated 
every four to eight days. Alter nsing the caustic, the 
vagina is washed out with 1 per cent, solution of lysol, 
and a glycerine iodoform tampon is placed nt the cervix 
As caustics, pure acetic and nitric acids ai'e good, also 
Liquor Bellostii (Sol. Hydrargyri nitrici oxydulati), the 
10-50 per cent, solution of zinc chloride, and the 25 per 
cent, carbolic alcohol eolation is commended. 

In cases of cervical catarrh, 
with extensive follicnlar dis- 
tension, this treatment is not 
sufficient to remove the in- 
flammation. ScliTlider's oper- 
ation (excisio mncosiB cervicis) 
for excising the diseased cer- 
vical mucous membrane, ia 
hci'e indicated. For this pnr- 
j,j jy pose the lips of the cervix are 

seized with volsells, drawn 
downwards, and cut with Cowper's scissors, at the 
boundary line of the erosion. The erosion on the anterior 
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at once Butnred 
ingh the middle of 
iiudef the whole 



lip is snipped ronod (Fig. 67, a) with scissors, and the cat 
is then carried obliquely upwards and inwards into the 
substance of the cervix. A second incision is carried into 
this one, cutting the cervical muconB membrane trans- 
versely. Schroder lays stress upon 
carrying this incision as high up 
as possible. This makes it difficult 
to close the whole wound surface 
exactly with sutures, and a poctet 
is easily left ; and even with this 
the whole mucous membrane is not 
removed. The wound, in which 
often several arteries may spurt, is 
(Pig. 68), the needle being carried thrc 
the anterior edge of the wound, and 
wouud aui'face out through the cervical 1 
bi-ane. If the bleeding is severe the satares are tied as 
soon as passed, the right assistant drawing the outer and 
inner margins of the wound together with long hooked 
forceps. In the same way one or two lateral sutnrea aro 
passed, so as to coapt the portial with the cervical raucons 
membrane. 

With the satares which have been left long, the 
assistant on tho left draws the cervix downwards. The 
operator, seizing with his left hand the volsella which 
hold the posterior lip, snips round tho erosion on the 
posterior lip, as described for the anterior lip, and then 
makes the transverse cut from inside. The suturing of 
the posterior lip is performed from before back, the 
assistant drawing the outer flap upwai'ds. After suturing 
the posterior lip, the long uncut sutare ends ai'e drawn to 
the right by the assistant, and the opei-ator closes the left 
latei-al incision by means of one or two sutures passed 
from above down. The assistant on the right must turn. 
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the wound edgea in with foi-ceps at the moment of suturing. 
The lateral ineiaion of the right side is satured by re- 
versing the process. The sutures, with the exception of 
the two extreme lateral ones, are cut short, the cervix is 
dusted with iodoform, and a strip of iodoform gauze in 
placed in the vagina. Tlie two lateral sutures are left 
long, so that the cervix may he drawn into view if bleeding 
takes place. When the cervical canal ia dilated, tho 
inner and outer mucous membranes may be joined heiv 
in the same way as on the lipa. The lateral stitches are 
then not used. This is Hegar'a method of circular suture. 
Since the wound on the posterior lip, owing to retraction, 
often lies near to Douglas's pouch, the stitches may catch 
the peritoneum or come very near it. Hence the aiithoi' 
has advised a few deep catgat sutures to close the deep 
part of the wound, and superficial ones to unite the 
mucous membranes. By this means posterior peri- or 
pai-a-metritis ia avoided. This occurs in at least 10 per 
cent, of cases of removal of the posterior lip. Thus, 
if the suture holes become infected from cervical or 
vaginal secretions, the inflammation remains superficial 
and does not reach the peritoneum. By making the outer 
ineiaion on the lower surface and not the posterior surface 
of the lip, the above described retraction is avoided. If 
the incisions in the cervix are carried higher, we get the 
eo-calied keel-shaped ampuialion of the cervix (Fig. 67. 
c, d, e). If the inner cat be placed nearer the apes of the 
lip, and eari'icd obliquely upwards and outwards, we get 
'the cmicttl exddon (Fig. 67, the dotted line near 6). The 
first is specially recommended by A. Martin as very suit- 
able for inducing involution of the whole uterna in chronie 
metritis [ the latter by Simon and Kiistner, for stenosis 
of the OS uteri. Silk, silkworm, or silver-wire are good 
sutures for this operation, Catgut is much used of late. 
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The patient most keep her bed at least eight Anyn. The 
sutures are removed later. 
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pith deep cervical 
a not Gufficteiit to 
le of the tear fibrous 
and still cause pain, 
i frequent so long as 
cloaure nf Ike tear ia 
: ia drawn down with 



When cervical catarrh co-exists \ 
lacerations, the cm* of the catarrh i 
relievo the condition. From the ang 
bands spread into the cellular tissue 
and recurrence of cervical catarrh i. 
the laceration remains. Operative 
indicated in these cases. The cervii 
two volsellas, the lips ai'e drawn apart, and the laceration 
denaded. The denndation must be |-1 cm. (0-2-0-i inch) 
broad, and partly encroach on tbo cervical mncons mem- 
brane. Below, at the seat of the new formed estemal M, 
the denudation must be narrower. The removal of tissue 
ia often troublesome at the angles of the lacerations. The 
upper half of the denudation is united to the lower half 
by four sutures. The first suture lies at the angle of the 
laceration, and passes under the 
whole wound surface. This ia 
not tied, but in cft.se the lacera- 
tion ia left-sided, it is pulled 
npon by the assistant on the left 
towards his side. The next 
three sutures are passed above 
through the portial mucous 
membrane, and carried under 
the wound and out through the 
margin of the cervical i 
membrane, then they are passed 
in a reverse direction in the 

lower half of the denudation. The sutures are not tied 
until all have been passed (Fig. 69). In double-sided 
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laceration both sides are denuded. The denadation sur- 
faces are not in this case cut under such acute angles, but 
the lower surface forma a simple continuation of the 
upper. The denudation is therefore easier, but the 
suturing is somewhat more difficult in double lacei-ations. 
The suturing can be made easier by drawing the volsella, 
fixed in the cervix, to the right in left-sided tears, and 

Por accaraey, it is better to freshen both, sides, and 
pnt in the sutures of both sides before any of these 
are tied. Severe bleeding may hinder this. Then the 
Butui'es at the angles of the tears slionld be tied at once. 
Latterly the author has frequently used the method of 
suturing given in Fig. 70. This Las the advantage of 
preventing infection of the suture holes from the cer- 
vical canal by avoiding the cervical mucous membrane 
altogether. The after-treatment 
ig the same as in i-emoval of cer- 
vical mucous membrane. 

If severe follicular cervical en- 
dometritis coexist with, cervical 
lacerations, and escision of the 
cervical mucous membrane is indi- 
cated, this may be combined with 
Emmet's operation. The angle of 
the laceration is incised slightly 
Fig. 70. with the scissors, and the circum- 

ferential and transverse cuts ai-e 
run into the laceration angle. A cervical laceration may 
be closed without denudation by cutting into the lacera- 
tion at the line of junction of the cervical and portial 
mucous membrane to the depth of J cm. (for the length 
and the course of incision, see Fig. 70, line cd). By the 
aepai'ation or drawing apart of the edges of the wound a 
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surface is formed nhose npper lialf is aikitad to the lower, 
it's operation, and by hia method of suturing 
Tet simpler is the method of eutaring with a single 
eatnre running the whole loDgfch of the wound, which I 
have used with buccosb. The sature is 
carried under the whole length of the 
upper half of the wound, then emerges 
at the angle of the laceration, aod is at 
once sunk again and carried under the 
lower half of the woand (Fig. 70). The 
paBsing of the suture is made easier by 
drawing the points c and d as high and 
as low, respectively, as possible with 
volsella. This " flap splitting " has aa additional advan- 
tage over Emmet's operation, in that the fibrous bands 
running ivom the angle of the tear into the parametrium 
ai'e easily and safely divided. The cervical flaps must 
not be made too thin. The incision mast also ran in the 
middle between the vaginal and cervical mucous mem- 
brane (Fig. 71, I, h, o,f). 

Ulcerations of the Cervix. 

Superficial nkeiations which are true erosions of the 
cerviK aiise in senile kolpitis quite independently of the 
cervical mucous membiane. They form a secondary 
condition Similai eiosions are described in syphilis as 
lentil shaped destiuctions of epithelium, which are at 
times aiianged togethei in rings and have a copper- red 
tint. Soft (.hancre of the cervix causes a loss of tissue, 
its cavity IS deep with undeimiued coiroded edges, which 
are sunounded by a 701 e of reactionary inflammation. 
Its base la eaten out Haid chancre of syphilis, on the 
othei hand is indurated with a livid margin, it has a 
diphthei itn, surface and as opposed to soft chancre, is 
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isolated and single. The adjacent lymph glands are 
indolently enlarged, and can be felt per rectum. 

Syphilitic ulcers (ulcerating syphilidBs) of the cervix 
have mostly a smooth spotted surface and a light opal 
colonr. When we remember the existence of tnbercnlar 
and cancerous ulceration of the cervix, it is evident that 
difficalties in differential diagnosis often arise which can 
only be settled by considering the patient's general con- 
dition and by microscopical examination. The treatment 
in tnbercnlar and syphilitic ulcerations is directed against 
the disease itself. 
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DISPLACEMENTS OP THE UTERUS. 



The Normal Position of the TJteniB. 

The position of the uferua is a cliargiBg one, which is 
dne, on tbe one hand, to the mobility of the uterus, and, 
on the other hand, to the varying condition of distension 
of the bladder and rectum. 

1. When the bladder and rectam are empty the uterus. 
liea normally in a po 
tion of ante vers io flej 
— that is, the fundus 
directed forwards and 
upwards towards the 
superior border of the 
symphysis pubis, the cer- 
vix is pointed backwards 
and downwards (antever- 
sion), the uterusis slightly 
bent on its anterior sur- 
face (anteflexion), the 
fundus does not quite 
reach up to the level of 
the pelvic brim, and the 
tip of the cervix lies in i 
the spinal line. This is 
the line joining the spina 
i sc hi i (compare Pigs. 7 and 
8). When the woman stands upright the posterior anr- 
faco of the uterus looks somewhat upwards (B. S, 
SchuUze), 
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2. With a full bladder the utei-ua lies normally some- 
■what retroplaced and retroverted — that is, the ateruB is 
almost erect, the cervix pointing downwards and the 
fundus upwards. 

3. With a very distended rectum the anteflexed uteraa 
is pushed forwards (anteplaced) and dislocated upwards 
(elevated).* 

The opposite condition of retroposition may be caused 
by peii-meti'itic adheaion 
of the lower segment of 
the posterior uterine wall 
with the rectum (Fig. 73), 
or fi-om shoi'fcening of the 
postei'ioi- pai'ta of both 
broad ligaments. These 
displacements are of very 
little intrinsic import- 
ance. From what has been 
said it follows that the 
conditions found on ex- 
amination with an empty 
bladder are of most 
^ value. For if one find a 

Fig. 73.-Atter B. S. Scl.aHze. i^otroversiou of the uterus 

with the bladder empty, it is evident that this ia a patho- 
logical condition ; but if one find a reti-oversion of the 
uterus with a fuil bladder, there ia a doubt as to whether 
the condition is a pei-manent one or meiely temporary, and 
oaused by the over- distension of the bladder. A constant 
and unalterable position of the uterus does not normally 
exist. Ita attachments permit a certain mobility in all 
directions, and in addition the body of the uterua is 
* Tbie dislocation is bIbo caused b; tlie growth o( tumours in the 
pouch of Douglas. 
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movable upon the cervix, so that not only a distended 
bladder, bnt even the examining finger, may displace the 
nteras (Fig. 72). 

Anteflexion of the Uterus. 

Pathologically, anteflexion can only be said to exist 
when the fundus of the uterus is directed forwards more 
constantly than normal, and there ia at the same time 
permanent bending of the anterior snrf ace (B. S. Schultze). 
This condition arieeB, according to G. Martin and B. S. 
SchultKe, from posterior parametritis, i.e., an inflammatory 
infiltration with fibrous contraction of the connective 
tissue of the folds of Douglas, or from perimetHtic ad- 
hesions between the posterior wall of the cervix and the 
rectum. 

As the cervix ib fixed behind and drawn upwards by 
these para- and pei'i- 
e fundus 
by 
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normally elongated and 

lies in the vaginal axis, whilst the body of the uterus is 

abnormally small. This form of anteflexion becomes 
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pathological, according to B. S. Schultza, only irheii there 
are other corapUcatlonB, such aa atenosia, or metritis, or 
cervical cataiTh. Other authors, however, consider it. to 
be iatrinsicalty pathological. As a coneequence of dia- 
orders of the circulation which result from the abnormal 
fixation of the uterus in one and tbe same position, or as 
a reanit of endometritis, ■wegefcaecondai'y chronic metritis. 
Thia destroys the mobility of tbe body of the oterns, and 
thus tbe nterua beeomea permanently flexed. 

Symptoms.^These are frequent micturition, dys- 
menorrhrea, sterility, and pain on deftecation. The 
bladder cannot raise the fixed uterus at all or only very 
incompletely. Owing to this, complete distension of the 
bladder (which can only take place when the bladder 
becomes globular) is prevented, and bence desire to mic- 
turate comes on sooner. The mechanical explanation of 
the dyamenovrhcoa and sterility has prevailed since the 
time of Marion Sims. Abnormally marked flexion pre- 
^■enta the outflow of blood and tbe entrance of the spenna- 
tozoa, and incites tbe uterus to painful contractions 
upon tbe retained blood. Of late these troubles are 
referred more to the presence of com plication a, such as 
para- and peri-metritis, chronic metritis, atenosia and 
cervical catarrh (B. S. Schultze). Painful deftecation ia 
produced by the irritation of the pam- and pcri-metritic 
adhesion banda between the uterus and rectum. 

Diagnosia. — This is formed from finding anteflexion, 
and proving it to be a fixed condition. Thcsdconditionaof 
anteflexion and fixation are proved by bi-manual exami- 
nation. First we perceive the anteflexion, and its per- 
manence is proved by finding posterior adhesion per 
rectum, or by our being unable to straighten the uterus 
bi-manually, or by finding that even when the bladder is 
distended, the uterus still remains anteflexcd. 
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Treatment. — This ahonid in the first place be directed 

against the pt-imarj^ lesion, such as cervical or corporefti 
endometritis (see pp. 119 and 126_). 

Then the bands of the tixation must be stretched 
posteriorly. This is done either by daily bi-mannal 
drawing forwards of the uterus, or more comfortably 
and mnch sooner by Chrobak's method of elastic ex- 
tension. The author carries this out in the following' 
simple manner : the posterior lip of the cervix is seized 
with volsella, through the handles of which an elastic 
mbher tube is passed. The ends of thia tube are 
polled through a loop fixed at the foot of the bed as 
tight as the patient can bear, and are held by the loop. 
The tension established in this way is retained by fixing 
the ends of the tube in a clamp placed immediately 
beyond the loop. By 2 to 10 of snch extensions, lasting 
2 to 10 hours each, the anthor has obtained such stretch- 
ing of para- and peri-metritic bands, that the most dis- 
tressing sjmpt-oma have entirely disappeared. 

This method of treatment can he carried out easily by 
any practitioner — it can be performed in the consnlting- 
I'oom on the examination couch. It is much less painfnl 
than the application of caustics. 

If there is also stenosis this is treated after the manner 
described on p. 106. 

Anteversion of the ITteras. 

Pathological antovoraion is that position of the nterua 
in which it is permanently atraighter than normal, and 
liea with the fundus directed forwards. Thia permanence 
of position is either due to the broader surface which a 
uterus straightened and thickened by metritis offers to 
the intra-abdominal pressure (Fig. 76), or it may arise 
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when tbe cervix is fixed behind or the fnndas in front 
by chronic meti'itis. On the other hand, if the fundi 
fixed behind, or the cervix in front, or if the sacro-nterine 
ligaments are abnormally 
lax, retroversion may 
arise ont of an anterep- 

The symptoms 
those of chronic metritis,! 
namely, bearing down, 3 
sacral pain, freqnent I 
mictni'itionanddribhlinjf J 
of urine. If peri-metiitio j 
adheBionsarealsopreBent | 
in the ponob of Douglae 
the patient complains o 
pain on v/al'kiag, oi 
Fig. 75.— iftor B. S suhuitzff. defipcation, and on coitus. 

The diagnosis is made from the evidence of the uterni 
being straight and lying with its fundus forwards (com pai^e 
tmtefiexio). The treatment is direcfed against the metritiB 
and any other complications. 

Betroversion of the Uterus. 

Pathological retroversion of the nteros is that condition I 
in which the fundus lies permanently backwards with a j 
straightened or even slightly anteflexed condition of the J 
uterus itself. 

XiiAology. — 1. («) Congenital or acquired ahortnefis of 1 
the anterior vaginal wall (Fig. 76). In the latter case, 
it ia due to senile involution, (i) Fibrons bands 
course of the ovarian artery which draw the fundus j 
backwards (para-metritis snperior, of Ziegenspcck), i 
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the connective tissue between the cervix and 
bladder (para-metritia anterior) whicb pall the cervix 
forwardn. These fibrons bands oxininionly arise from 
lacerutiona of the cervix, 
When metritiR ia not also 

rapidly follows npon the 

retroversion (Figs. 77 

and 78). 2. Perimetritic 

adhesions between the 

fnndnH and the rectum 

which draw the former 

backwards. 3. Exten- 
sive shrinking oE the 

folds of Douglas with 

a uterus which has lost 

its normal cnrvatnre 

through metritis (Fig. 

79). 4. Abnormal laxity of the sacro-nterine ligaments 
with chronic metritis. 
In this case distension 
of the bladder produces 
the naual i-eti-ovei'sion of 
the uterus which wasante- 
verted before. But the lax 
ligaments cannot per- 
form their normal func- 
tion, which is to draw the 
cervix back again, and 
thus they fail to re- 
establish the antevcrsion. 
The metritis, by render- 
ing the uterus inflexihle, 
B. s. aohuitH. prevents the retroversion 
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becoming a retroflesiou. The symptoms of retro- 

vei:3ioii are those of retroQexion (see p. 14S), and the 

treatment is the same. 

The iliagnoais is only certainly proved when the cervix 

19 found in the long axia of the vagina, and the body of 
the uterus is in the long 
f\'\!^'\l^ X *^'^ "^^ *^^ cervix. By 

hi- manual examination 
the body of the Bterus 
is not to bo felt from 
the anterior fornix, bnt 
can be easily felt from 
the posterior fornix, and 
Fig. 78. -After B. B, SciiuitM. thna it is clear that 

the body of the nterna forms a straight continuation 

of the cervix backwards 

and npwards. If the 

posterior fornix ia short, 

or if there are tender 

swellings in the pouch 

of Douglas, the ex- 
made per rectum. If 

there ia Ktill uncertainty, 

the sound may be used, or 

examination made under 

antesthesia, A small 

anteflexed ntems resting 

upon a lax bypertrophied 

cervix can be confounded 

with i-etroversion of the 

uterus since the ante- 
flexed uterus may lie in a 

position of retroversion. 
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Retroflexion of the Uterus. 

In retroflesioii the uterus lies permanently in a position 
of retroversion, and is also bent on its posterior aurfaee.* 
Oa account of the approximation of the cervix to the 
symphysis pubis, the anterior vaginal wall lies in folds and 
partly prolapses. Retroflexion arises most frequently during 
the lying in, and especially after a, badly treated abortion. 
Thepredisposingcansea.escludingpara-metriticprocossea, 
are the laxity of the nterns itself and its ligaments, more 
especially the sacro-uterine ligaments (Fig, 80). The 
continuous dorsal position and over- distension of the 
bladder induce i-etro ver- 
sion. The uterus romaina 
in this position for good, 
if the sacro-uterine liga- 
ments are so lax that 
they cannot draw the 
cervix backwards again, 
and this is enconraged if 
the involution of the 
parts is incomplete owing 
to faulty treatment. The 
latter includes too early 
getting np and the under- 
taking of hard work. 

The increased abdomi- 
nal pi-essure acting on 
the loose junction of the cer 
then changes the retroversion into retroflexion. 

■ The utetua oan ba ouryed only on ita a,iitorior or posterior aur- 
faces. The Bo-callad deitro- or sioiatro-fleiiona are renlly torsions of 
an iintollexedorretrofieiediitieriis which depend upon traction OQ ono 
sido onlj from previously existing Gbroua bunds. 




md the body of the nterua 
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As causes leading to a relaxation of the flexible part 
of the atema and its ligaments, similar to that piodnced 
by the lyiiig in, liabitnal ovei distension of the bladder 
and rectum, inteniipted coitus, and oninism have been 
cited. Traumatism can only piodnco retioficxion when 
at the moment of its action the uteius is :n a position of 
retroversion, into which it has been pushed by a distended 
bladder. An (etiological influences npon the oi-ifrin of back- 
ward bending of the body of the uterus, the causes given 
on page 144, fiuh-section 1, which produce retroversion 
must be included. After this the abdominal pressure 
Boon bends the I'etrovcrted flexible uteruB backwards, and 
thns retroflexion arises. 

Posterior peri-metritic adhesions in retroflexion are 
secondary I'esnltB of the anomaloiia position. It is less 
important, so far as treatment is concerned, to differentiate 
between primary and secondaiy adhesiona than to make 
certain whether the uterus is fixed or not. 

Symptoms.— 1 . Those arising from Ihe itlervs. As & 
result of the tension of the broad ligaments, which is 
insepai'able from the dislocation, venous stasis takes 
place. The nteruH enlarges. This cansea bearing down 
and sacral pain, menstruation becomes profuse, the hyper- 
femic mucous membrane secretes more strongly, in- 
flammation sets in, and finally the discharge becomes 
pnmlent. 

2. Symptoms arising from the adjacent organs. These are 
frequent micturition, constipation, and painful enlarge- 
ment with, flnally, adhesion of the ovaries, which pro- 
lapse into Douglaa'a pooch. The dysoria is doe to the 
presanre of the cervix, which is dislocated forwards npon 
the neck of the bladder. The constipation ia due to the 
dread ot pain on defiecation, which arises from the pres- 
sure of the ftecea upon the prolapsed ovaries. Other 
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aathors explain the constipation as beiog dne to tlie 
meclianical obstruction wbich the retroflesed uterus offers 
to the passage of the fasces, 

3, Qeneral Symptoms. — These are produced reflesly, and 
are very numerous indeed. They implicate the moat 
varied nerve paths, and often produce the typical form of 
hysteria. Especially common is the complaint of head 
and stomach pains which disappear at once on reposition 
of the uteras. The general health often snfEera in a. 
remarkable manner from depression of spirits, defective 
appetite, and constant discharges. There is genei'ally 
sterility as a resnlt of endometritis. If the latter ia not 
present, conception takes place readily, but abortion easily 
follows from incarcei'otiou of the i-etroflexed gravid uterus. 

Diagnoais. — Bi-manually, the cervix is foand markedly 
to the front and lying in the axis of the vagina, the 
fundus uteri ia absent from the anterior vaginal fornii, 
but instead, there is felt from the posterior fornix or per 
I'ectum a tnmour separable from the pelvic walls, which 
passes into the cervix at an angle, and which, if adhesions 
are not present, allows itself to be pushed upwards out of 
the posterior fornix. If the cervix be now pressed back- 
wards the tnmour in the posterior fornix entirely dis- 
appears, and the fundus can be felt from the anterior 
fornix. The possibility of reposition thus proves the 
diagnosis to have been correct. But the diagnosis must 
be very clearly made before attempts are undertaken for 
reposition. Specially must the physiaian be very careful 
indeed in diagnosing retroflexion of the gi'avid utems, 
and have previously excluded extra-uterine pregnancy. 
If reposition of the supposed uterine body be attempted 
in the latter case, rupture of the sac and death may follow. 
The same result may occoi* if a pyosalpinx has been over- 
looked. 
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Treatment. — This coiteitls iw the replacement of the 
nteriis ajid its retention in the normal podtion. The nteras 
cannot be replaced by peaaaries, aa for instance by Hodge's 
lever pessary. The oppoaite opinion was formerly asserted 
and still haantamaty brains to the injury of patients. The 
former nsnal practice of i-eposition with the sound has been 
superseded in every way by the methods of B. S. Schultze 
and Kiistner. The firat method, which is bi-maoaal, con- 
sista in pushing np the fundus with one or two fingera in 
the poaterior fornix, or, in case this is shallow, per rectnm, 
the external hand being pushed over the fundus to the 
poaterior sui-faco of the uterua, which is then drawn for- 
wards. As soon as the fundus ia fixed by the outer hand 
the fingera of the other hand are withdrawn from the 
posterior fornix and passed into the anterior and used to 
pull the cervix backwards. If the index finger has been 
passed into the rectum, the thumb is used to obtain this 
pressure on the cervix. This method succeeds well with 
a slack abdominal wall, or under anfesthesia, but demands 
great practice. This explains the fact that many practi- 
tioners renounce from the beginning all idea of replacing 
the I'ctroEexed uterus, and are satisfied with putting in a 
cesBary. 

The bi-manual method of reposition is much facilitated 
by the use of Brandt's aofa (see p. 12) as compared with 
the nee of the ordinary examination couch. For the 
inexperienced, the second method is much easier and far 
less dangerous, if the uterus ia mobile. This method 
employs the volsella as well as the bi-manual manipula- 
tion. The anterior cervical lip is drawn downwai-ds with 
the volsella, and thus the retroflexion ia converted into a 
retroversion, and the fundus ia brought nearer the anterior 
belly wall. In this way the posterior uterine surface is 
raoi-e accessible for both the inner and the outer hands. 
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One or two fingers of the left hand are used in the posterior 
fornix — it ia not necessary to work by the rectum as a 
rule, and only one finger ia then used — to push the fundus 
uteri forwards, while the volsella are held with the fourth 
and fifth fingers of the same hand. It is now easy to pass 
the outer hand behind the fnndua and draw it forwards. 
As soon as the outer hand has got possession of the fundus 
the inner fingers are slipped into the anterior fornix and 
made to push the cervix backwards. If assistants are at 
hand it is better to hand over the volsella to an assistant, 
who keeps up equable traction and pushes the volsella 
upwards and backwards aa soon as the operator's outer 
hand has seized the fundus. 

In raany cases, replacement is effected by simply draw- 
ing down the cervix with the volsella, and then quickly 
pushing these upwards and backwards. By means of 
Kiistner's method replacement is efEected, without ex- 
ception, when the uterus is mobile, and in many cases 
even when it is adherent. lu the latter case, the adhesions 
are forcibly sti'etched. If the adhesions are of parametritic 
origin there is no danger, but when they are perimetritic 
an exacerbation of the inflammation may be caused. The 
author has seen this take place to a slight degree once or 
twice ontof a great number of cases. But he has always 
endeavoured to ascertain beforehand whether the residua 
of the peri-metritis were of a gouon'hreic nature and 
associated with disease of the appendages themselves. A 
practical point is the fact that replacement may absolutely 
fail at the fiist attempt on a fixed retroflexed uterus, and 
yet a few days afterwards a second attempt succeed 
without any difBcnlty. The writer, therefore, never uses 
force in replacing the uterus with the volsella, but orders 
hot vaginal douches to relax the adhesions, and tells the 
patient to return in a few days. With experience, the 
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cases become more and more rare in which it is necessary 
to use anaesthetics to get a. Bneceesful issiie. And one 
more and more often finds that a case which was irre- 
ducible before iaalao iiTeducible under antesthesia. This 
is the case where dense perimetritic adhesions fix the 
posterior wall of the nterus to the rectnm, or where 
abnormal ovariaa adhesions I'endep rednction an impossi- 
bility. Another method of B. S, Scholtze's is here 
applicable, to wit, the direct breaking down of the 
adhesions under deep antesthesia. First : their situation, 
extent, and shape are made out by two fingers of the left 
hand placed in the i-ectum, the thumb lying in the vagina 
and the other hand manipulating the belly wall from out- 
eide. The fingers, which are made to work against one 
another, separate the adhesions as close to the uterus aa 
possible, and work these away from the uterus with as 
little force aa possible. 

The separation of the fixed ovaries should be performed 
in the same manner. Schnltze has not seen any evil 
consequences; hut severe bleeding may occur. This pi-o- 
cedui-e cannot, therefore, be used whilst a patient is about, 
for such severe internal haemorrhage may take place 
that laparotomy will be required. The author, who baa 
practised this procedure very frequently, has often seen 
exudations about the freed ovaries in the pouch of 
Douglas, and these have very quickly become absorbed 
again. In many cases where this method fails, it ia still 
possible to free the ovaries and nterus from their adhesions 
by means of massage and extension continncd for months 
after the method of Thnro Brandt. In snch oases laparo- 
tomy has often been performed, the diseased appendages 
have been removed, or the pcrvmctiitic adhesion separated, 
and, as a rule, the fundus of the uterus atitcLcd to the 
anterior abdominal wall (see Ventrofixation). Moderate 
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adhesions may be treated bj Taginal i 
vaginal fixation. 
Tlie replaced ntems msat lb* nAi 

XTormal Position. — The natural supports ai 
for this, either becaose the; hare become rri*xed or 
because the tension of the abnormal AJhenoaa oreiuouea 
them. The most nsnal practice consists in the aae of m 
pessary. The best pessaries from the anthor's Tiew are 
those loti'odnced by Schnltze and made ot cellalotd. Thej 
can be left for months n-ithoat exciting anj Tnginal 
secretion — an evil which is inseparable from the ase of 
eoft rnbber ring pessaries. The cellnloid rings also AiSer 
from the hard rubber rings in retaining any shape which 
the phyBician may have given them after softening' them 
in hot water. It is an advantage to shape the pessarj 
oneself. The instraments sold are, as a mle, too littJe 
curved. The sizes most commonly used are Ifoe. 8 and 
9, that is, rings having a diameter of 8 and 9 era. (3-3j 
inches} respectively. These are dipped into boiling water 
and then pinched into a beak shape at one end. This end 
is pushed down whilst the larger end is bent upwards. 
We get thus a smaller anterior hoop which lies in the 
anterior fornix, and a larger posterior boop in the posterior 
fornix (Ring-shaped : Hodge, Fig. 81). The cervix lies in 
the hollow of the ring;, the concavity of which 
looks upwards. The anterior loop is hent 
downwards at its apex to avoid pressm 
the urethra. 

The pessary takes its support from the 
pelvic floor. It holds the uterus in its normal position 
because the posterior loop pushes the posterior vaginal 
fornix, and with it the cervis, backwards and upwards. 
The fundus mast tlien of necesaity lie forwards. 

The pessary is introduced as follows: the tKimNii «m.i. 
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forefinger of tlie left hand separate the labia above, while 
the thumb and forefinger of the right hand grasp the 
greased peaaary by the right side of the fp'eater loop, and 
incline the pessary so that its lai^er coacavity looks to the 
right. In this position the pessary is introdnced within 
the vnlva. This is elongated by pressing tbe right fore- 
finger, which holds the pessary, strongly downwards 
against the perinajnm. As soon as the posterior segment 
of the pessary has entered the vagina the right forefinger 
slips into the loop and pnlla the pessary round so that its 
concavity looks upwards, and presses the pessary at tbe 
same time so that its upper end first sinks below and then 
rises behind the cervis. If the pessary is very bent, it 
must be introdnced so that its concavity looks not directly 
to the right, but to the right and upwards. Otherwise, 
the upper loop presses so tightly into the right vaginal 
wall that it is only with difficulty that the forefinger can 
reach it to turn it round. This is especially the case with 
Thomaa's pessaries. These are hard rubber pessaries 
whose upper loop is vei-y thick and not bent. In a few 
cases, where the uterus remains fixed and is readily drawn 
back into its faulty position by the adhesions, they are to 
be preferred to a Hodge pessary. Aa a rule, however, a 
Hodge pessary with a, wide and well-cui'ved upper loop 
draws the uterns into better anteversion than a Thomas 
does. Schulize uses almost exclusively very bent Hodge 
pessaries, which resemble a Thomas in shape completely, 
but have notthe thick upper ring. He also uses figure-of- 
eight pessaries. In these the lesser ring holds the cervix, 
whilst the larger one finds its sapport from the soft parts 
ot the pelvic floor. 

After the introduction of the ring, a bi-raanual examina- 
tion is made to see whether tbe uterus is in good position, 
that is, anteverted and anteflexed, and then the patient 
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is allowed to walk aboat. There should be no pain, not 
even a feeling that there is a foreign body in the vagina. 
After a few days — at once if there is pain — the patient 
mnat return, and agitin a bi-mannal esamination is made 
to see if the uterus has kept its normal position in the 
pessary. If it has not, then the pesaaiy is removed and 
the nterua replaced again, and a more curved or larger 
pessary, as the case may be, ia introduced. When the 
already described fibrous bands in the npper part of the 
broad ligaments (parametritis superior) are present it is 
very important to widen the npper loop of the pessary as 
much as possible ; or otherwise, the uterus ia drawn 
laterally past the upper part of the pessary and then 
slips behind it. When the patient has no discomfort, a 
celluloid pessary requires removal only every sis months 
for cleaaing. Douching need only be practised during 
menstruation if the pessary is celluloid, and then only 
twice daily. For this a ^ per cent, solution of lysol (1 
teaspoonfnl to 1 litre of warm, water) is ordered. With 
other pessaries, such as the flexible rubber one fcopper- 
wire covered with rubber), douching twice a day is necea- 
aary, and the pessary must be taken out every four to eight 
weeks. 

By treatment with pessaries a permanent cure* maybe 
obtained io varying periods of time, that is, the uterus 

• [Note oa pessaries ;— All pessaries are more or lesa objectionable, 
eren Ibose recommended by the author. CeUuIaid pessaries do not 
retain their shape within tbe vsgina, aud the only ones that can be 
trusted to romsiiu in position for several mootba without removal are 
tbe aluminium, block tin, or vulcanite pessaries. All pessaries act on 
a wrong principle. By stretching tbe vagina, and especially tbe 
posterior eul de sac, they tend to perpetuate tbe causes o( displace- 
ment. In following the directions for introduction given in the text, 
it must be remembered that the patient is supposed to be lying in tiie 
dorsal position.— J. W. T.] 
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retains its normal position without a pesaaiy. The 
quickest cures are obtained by treating retroflexion 
immediately after or during the puerperinra (foarteen daya 
after delivery). In these cases a thi'ee to six months 
wearing of the pessary will secure complete recovery. 
There is also a good prognosis in many cases of recent 
fixed retroflexion when it has been possible to stretch the 
adhesions ro much that the uterus can be replaced and a 
pessary introduced. The adhesions are still further 
stretched by the pessary, antil finally there ia no abnormal 
tension from the adhesions which can pull the uterus back 
into a false position. 

Ti'catment must afterwards be directed to restore tlie 
tone of the mascles in the broad ligaments by means of 
cold baths, cold vaginal douches, and clysters used on 
rising and going to bed, and after movement of the 
bowels, and in qaite recent cases, by giving ergot (B. S. 
Schultze). 

Contiunoua supervision by the praotitioiier ia re- 
quired for the safe practice of pessar; treatment, 
especially in those cases where the pessary baa been intro- 
duced after successful reduction of the uterus, but with 
perimetritic fixation of the uterus or ovaries still present. 
The pessary may at times lead to aggi'avation of the peri- 
metritis. But even with a mobile i-eti-oflesion the pessary 
may directly excite perimetritis and thus lead to a fixed 
retroflexion, if the patient take the pessary out herself 
and then replaces it when the uterus has fallen away into 
retroflexion again. 

This la naturally the case also when a practitioner in- 
troduces a pessary without reducing tho uterus, and 
expects the ring to produce replacement of tho iwtroflexed 
uterus. A ring which is left too long may also cause 
disordei's endangering life or even causing death. Neuge- 
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baner junior hae collected 255 of anch cases. Of these 
eight women died directly from the deleterious effects of 
the pesaai'y (peritonitis, sepsis) ; eight had cancel', ap- 
parently caused by the iiTitation of the pessary; in 
twenty-three there was perforation of the rectum ; in 
twenty of the bladder ; in ten both of these viacera were 
affected; two had uretero- vaginal fistulte ; in four the 
pessary had passed into the celJnlar tissue of the pelvis or 
into Douglas's pouch ; and in sis into the uterus. Such 
disasters for the moKt part depend upon the carelessness 
of the patients ; for eianiple, in the case of Colombat, 
which Nengebauer cites, a seventy-five year old patient 
had quite forgotten that a pessary had been introduced 
thirty years before ; as a result of the foetid discharge 
and unbearable pains, the diagnosis of carcinoma of the 
uterus was made ! Such cases are met with even 
to-day. 

Since continuous dependence upon the practitioner is 
very uncomfortable for the patient, since they feel much 
more like invalids after treatment with the pessary, since 
pessary treatment is impossible when the uteras ia fixed, 
and since, as just mentioned, any neglect by the patient 
may lead to grave disorders of health, attempts have been 
made, both operative and non-operative, for the cure of 
retroflexion of the uterus in other ways. 

The non-operative method is that of Thure Brandt, 
and consists in daily elevations of the previously replaced 
uterus. One must have seen the method in practice and 
carried it out under a trained physician in order to use the 
method with success. For this reason a detailed descrip- 
tion seems to the author to be superflaous. That this 
method has cured a whole series of cases permanently is 
nndonbfed. The author saw this himself when visiting 
Stockholm 
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daily treatment, extending possibly for months, and the 
oncertaitity of prognosis. 

The operative methods are aa follows ■.^- 

1. The Alexaadtir Adams Operation. 

This consists ia shortening the ronnd ligaments. They 
are songht for at theic peripheral ends and drawn forwai^dB 
out of the ingninal canal. This opei'ation has found mach 
favour in Germany lately because Werth has published 
some very suocessful cases of this method. 

2. Ventrofixation of the Uterus. 

This consists in abdominal section, and in stitching the 
uterus or its lateral ligaments to the anterior ahdominaJ 
wall (Koebcrle, Olshauscn, Siingor, Leopold). 

3, Vaginal Fixation of the Uterns. 

(a) Fixation of the cervix backiyards by shortening of 
the folds of Douglas (Frommel, Sanger). 

(6) Fixation of the fundus or the ronnd ligament for- 
wards. 

The most sure method of fixation forvrards, and the 
most certain mode of operating, the author thinks, is the 
one used by himself, and t-ested iueOOcttseB. This method 
was, in its main outlines, first described by Sanger, but 
was aftei'wards given up by him as not securing the re- 
quired result. 

The method of vaginal-fixation- carried out by me for- 
merly was as follows : — Fii'st, any para- or pori-metritic 
bands are stretched, and the uterus and ovaries freed 
from adhesions by the method of B, S. Schultze. After 
tliorough disinfection of the external genitals, the sur- 
rounding parts, and vagina with 1 per cent, solution of 
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iysol, the poaterioi- blade of Simon's speculnra is intro- 
duced, the anterior cervical lip ia seized with two pairs 
of Tolsella, and the utema is washed out ivith the lyaol 
solution and caretted. The blsulder ia pnshed upward 
and forward with a male catheter, tho portio is then 
drawn down to the vnlva hy the assistant standing on the 
right ; the operator now makes a saperflcial inciaiou trans- 




7 the insertion of the anterior 
vaginal wall into the cervix, ho seizes the upper wonnd 
margin with volsella, and has it drawn strongly npwarda 
while he deepens the incision with scissors, and lengthens 
it on both sides by 1 cm. When the incision divides the 
pelvic fascia, aa was always the case in multiparee, the 
bladder is separated easily from the uteroa with the tip of 
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the left forefinger. In nnlliparfc the fascia isDiucli thicker 
and reqaii'ea caref nl separation. The operator then passes 
Br sound, curved like a Frif sch Bozemann catheter, into the 
nterns. With this the left assistant, who so far has only 
looked after the douching of the field of operation with a 5 
per cent. I jsol solution, presses the utems against the oper- 
ator's left forefinf^er by depressing the handle of the sound. 




Guided by this finger, the operator gets hold of the an- 
terior uterine wall as high as possible with a transverse 
silk suture which is not tied but is drawn strongly down- 
ward by the right assistaot (Fig. 82). In this way a 
second, third, and even fourth ligature, each a bit higher 
than the other, are passed through the anterior uterine 
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wall, 80 that the laet Bilk catches the uterus at the level 
of the top of the Bonad. 

By palling strongly, eBpecially on the topmost ligatnre 
— whei'eupon the left aasistant mnat withdi-aw the sound 
a little — the opei'ator can pass three sagittal sntures 
which are entered at the margin of the wound in the 
vaginal fornix, and include the anterior vaginal wall, with 




the exception of ita mncoas meinbrane, and then the 
uterine body (Fig. 83). After tying these sutures the 
pTOvtaioual traction ligatures are removed, the three 
sutures ai-e cut short and com,plete]y buried by closing 
the wonnd in the vaginal vault with continuous catgnt 
sutures (Pig. 84). After removing the uterine sound the 
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ntems is washed oat, and the vagina ie tamponaded with 
iodoform ganze. I nsed ailk for the fixation satures up to 
the 139th ease, aad then chromic catgut dry eteriliaed by 
Dodevlein's method for the cases from 140 to 152. This 
change waa made hecau.se the huned silk sutni'ea made 
their way into the hladder in a series of casea and caused 
calculi to form. But the catgut did not cause a sufficiently 
firm adhesion of thefunilus with the anterior vaginal wall, 
so that from case 163 1 entirely gave up the principle of 
burying the fixation sutureaand passed them through the 
entire thickness of the vaginal wall, i-emoving them in 
from four to eight weeks. From case 165 I did not use 
silk any more for these stitches, hut silkworm gut, bo 
to be able to leave them as long as po.isible without 
wearying the patient with the pi-ofuse discharge ■which 
oecnrs so commonly from silk sutm-es. I also, from case 
153, returned to a method of Ruturing the vaginal wound 
which was used in the first cases, whei-eby the wound i 
closed sa^ttally, and the portio is thus driven further 
hackwai'ds. 

By these methods I have obtained a permanent ciu« 
for more than three years in all cases of mobile reti-o- 
flexion where great enlargement of the uterus from the 
chronic metritis was absent. For these cases a wedge- 
shaped excision of the cervix was combined with vagino- 
fixation. 

The word " cure " nsust here ho taken to mean not only 
that the position nf the nterus became normal, but that 
the patient was rendered sound, that she lost all the dis- 
orders produced by the retroflexion, without the functions 
of the uterus being in any way limited ; menstruation 
became regular, and sterility due to retraflexion or its 
complications was frequently removed. 

Pregnancy progressed without trouble, and labour left 
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no after effect which was at all connected with the pre- 
Tiotia operation. 

The improved position of the nterus obtained by the 
operation continued also, after pregnancy and labonr, with 
simple care for good involution of the uteru.8 (regulated 
diet, frequent action of the bowels and bladder, and the 
lateral abdominal position from the eighth day on). 

In oMer to make the field of operation more visible, 
and to separate the adhesions of the uterus and ovaries, 
in case of fixed retroflesion, directly under guidance of the 
eye, I have opened the peritoneum in my last sixty cases. 
The method then became exactly like the ali'eady described 
vaginal laparotomy (see page 61). If the ailoexa are quite 
normal, the fundus is only drawn down as far as the 
wound and anturcd with two silkworm gut sutures to the 
vaginal wound wall. la other cases the uterna is drawn 
down to the vulva, the perimetritic adhesions of the uterua 
with the tubes and ovaries, and of these with one another, 
are divided upon a director with Paquelin's cautery, and 
cystic ovEvrian follicles are opened with this also. Then 
two silkworm gut sutures are passed through the fundus 
and the vaginal wall, the adnexa and the uterus are re- 
placed, the sutures tied, and the vaginal wound sutured 
up in a sagittal direction. 

With this intra- peritoneal vaginal fixation I have had 
2 per cent, mortality, and not a single relapse. 

Technically ventral fixation is easier, especially infixed 
retroflexion, but I prefer the described intra- peritoneal 
vaginal fixation on the following grounds : — 

1. The intra- peritoneal vaginal fixation is less dangerous. 

2. There is no possibility of a ventral hernia, of omental 
adhesion to the abdominal incision, or of ileus. 

3. The patient does not, as in ventral fixation, escbange- 
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4. The CDnvalescence is macli shorter (eiglit to niue 
days), and capability for work comes on much sooner. 

5. Ihe anxiety of the patient is much less for vagina) 
than for ventral laparotomy, and one can therefore much 
oftener replace palliative by radical treatment, which 
Fritsch points out to be thoi-onghly correct practice. 

6. The subjective troubles immediately after operation 
are also much less after vaginal fixation. 

7. By intra-peritoneal vaginal fixation normal ante- 
versioflexion is obtained. 

The indicatioDS for an operation depend npon its prac- 
ticability and freedom from danger, as well as on tho im- 
portance of the affliction. Now intra-peritoneal vaginal 
fixation cures I'ptroflexion with certainty ant! without 
danger. In every case whei'e the uterus and adnexa were 
freed of adhesions or where a mobile uterus was vaginally 
fixed, and in which no extirpation of the adnexa was re- 
quired, there was not a single death ivhen the peritoneum 
was sutui-ed. The operative removal of retroflexion is a 
safe method of curing endometritis, which is a rasnlt of 
retroflexion ; in fact it is as safe as curetting, which is 
often employed to care the same disease. The mortality, 
even when extirpation of the appendages is perfoi-med 
with the vagina! fixation, is very small (2 per cent.). 
With ventrifixation removal of the appendages baa a 
mortality of 5 per cent. Certainly in my opinion it is our 
dnty to can'y out vaginal fixation in the following con- 
ditions, or at least to propose it to the patient : — ■ 

1. Incases of retroflexion where any vaginal operation 
ought to be nndertakcD, such as cnretting, operations on 
the portio, colpoperineon'hapliy. 

2. In cases whei'e a pessary is not tolerated on account 
of pressure on perimetritic bands or fixed ovaries. 

'i. In cases of fixed retroflexion. 
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) guarantee that the 
if a physician while wearing 



4, III cases where there i 
patient will be under the care o; 
a, pessary. 

6. In cases where the patient, owing to a feeling o£ 
continuous depression due to her dependence upon her 
physician, lapses into a condition of psychical depreBsion 
or hysteria. 

The fact that intraperitoneal vaginal fixation causes 
permanent cure of retroflexion ia now generally recognised. 




1 has, however, urged again.'jt the indication 
for the operation that it leads to grave distui'bances in 
labour. I have seen troubles in the oonfinenient of some 
of my cases, but it was always possible to remove them 
auccessfally. 

These ti-oubles, which have also been observed after 
ventri fixation, may be avoided by certain modifications of 
the technique. This consists in passing only one fixation 
thread and in separate suture of the peritoneal opening. 
This of late I have made sagitally after laying open the 
vaginalfornIxbyaiinciaion{Fig. 85). The flsation suture 
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IB then passed throagh the vagina and the peritoneniu 
near the upper end of the peritoneal opening. Tlie peri- 
toneum is closed by a cotitinnons catgut suture, and the>t 
tie vaginal wound is closed in tlie oi-dinai-y way. In this 
way a purely serosei-ona coliesion with the fundus alone 
arisea (Fig. 86 e), and this stretches during pregnancy. 
In the earlier more simple method of suture thei« often 
arose a broad fibroserous union of the fundus with the 
vaginal wall which led to alteration in the form of the 



gravid uterus, to abnormalitit 
faulty positions of the child. 



in the pains, and also to 

I only exclude from treat- 
ment by vaginal fixation 
those eases of retroflexion 
which one meets with soon 
after labour, and where 
complications which require 
further treatment are want- 
ing. 

The frequency of retro- 
flexion — 16-19 per cent, of 
all gynecological cases — 
justifies the detailed des- 
cription of its treatment, 
especially as no such PTten- 
Bive series of operations, 
^'«' ^- together with the know- 

ledge of their later results such as I have gained by my 
method, are available. 

Descent and Prolapse of the Uterus and Vagina. 

■ Definition, Xltiology, and Varieties of Prolapse. — 

By descent of the vagina we mean the condition in which 
the vaginal walls come down between, or partly oot- 
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eide, the labia ; by prolapse of the vagina we mean the 
condition in which the vaginal walls have passed ontside 
the labia altogether. The uterns Buffers an alteration of 
position in these conditions, bo that in descent o£ the 
vagina the cervix comes below the ischial spinal line ; and 
in prolapse of the vagina outside the vulva. In the 
latter case the os uteri ia exposed to view. The fandus 
nteri retains its normal elevation, as a rule, in these cases* 
(Fi, Fig. 88). Of course this is only made possible by 
marked extension of the neck of the uterus, effected 
through the vaginal walls which are inserted into it 
(elongatio colli). Since the cervix is drawn forcibly to 
the front the uterus cannot retain its normal anteflexion, 
but ia retroverted. It is only in rare cases where the 
uterine supports are much relaxed that the uterus is 
truly piwlapaed, that is, it lies outside the vulva in a sac 
formed of the prolapsed vagina. Usually the vaginal 
prolapse is primary even in these cases. The uterus 
only exceptionally pixjlapses primarily, and then draws the 
vaginal walls with it. The causes of such primary uterine 
prolapse ai-e relaxation of the suspensory ligaments of the 
uterus and increase of abdominal pressure. Both causes 
can produce primai'y prolapse of the uterus even in virgins. 
The term piulapse of the uterus should not be given indis- 
criminately to these two different positions of the uteras 
It would be much better to term the first condition 
" Vaginal prolapse with cervical elongation." 

• [Hypertrophic elongation of the oerrix ia uot neueasarily so 
common, at all events ia England, as might bo supposed from the 
author's description. It the uterus be thoroughlj supported bj a 
suitahlo '' ahelf " pessary (p. 173) no elongation of the cervix will 
take place, and in these cases of prolapse or protrusion when the 
pessary is removed the sound mill not be found to pass heyond the 
usual distance. Hypertrophic elongation occurs in the cases which 
are allowed to remain untreated.- J. W. T.] 
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The commonest cause of Taginal pi'olapse is laboar, 
and of the accidents of labour, penneeal laj^evations of 
the first and second degree play a leading part in 
producing this condi- 
tion. "VVhenaperinEeal 
tetur docs not unite at 
once, the anterior vagi- 
nal wall loses its sup- 
port from the posterior 
wall. The lower portion 
of it soon prolapses and 
gradually drags the 
other part after it. 
Even without rupture 
of the perinieum pro- 
lapse of the Tagin&l 
walla can take place. 
The reason lies in the 
overatretching or sub- 
cutaneous rupture of the musculature of the pelvic 
floor (Schatz), or in defective involution of the genitals. 
In all three conditions there is gaping of the vulva, while 
the perinasum is intact. As a consequence the loose folds 
of the vaginal walla easily come outside, especially on 
getting up and working too early after confinement. Thus 
we see vaginal prolapse as a very common disease in the 
labouring classes, where the women cannot even keep 
their lying-in owing to their jioverty. Ascites can also 
sometimes cause vaginal prolapse. Hegar and Kalten- 
baoh were able to allow the fluid to di'ain off in such a 
case by opening the depressed plica veaico-uterina. 

Finally, the vagina may prolapse in old women as a 
result of the disappearance of fat ai-ound it. The 
posterior vaginal wall is partly exposed t-o view in old, 
jicrineeal lacerations, it is everted, bnt it seldom is corn- 




Fig. 61. 
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pletely prolapsed (aa in Pig. 87), becanee it is retained in 
its place by the mnsclea of the pelvic floor. In most of 
the cases of vaginal prolapse with cervical elongation one 
therefore finds that the anterior vaginal wall is com- 
pletely prolapsed, whilst the finger can still be introduced 
behind the cervix into the vagina for a greater or lesser 
distance (Pig. 88), and the posterior vaginal vault is still 




in from the obsUliiisiil cllnlo ot the dhsrit^. 



ol a prepan- 



at its normal lovel. In these cases the supra-vaginal 
portion of the cervix is not elongated, but the portion 
called intermediate by Schroder is elongated. If the 
hypertrophy affects the supravaginal portion also, the 
posterior vaginal vault must descend, and thus a secondary 
sinking or prolapse of the posterior va^nal w&ll v«. 
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formed. A bellying of the bladder into tbe prolapse is 
naually associated with anterior vaginal prolapse (Cys- 
tocele ; OD, Pigs. 87 and 88). It ia less common for 
rectocele to be present with prolapse of the postei-ior 
vaginal wall. 

The following varieties of sinking and prolapse are 
therefore differentiated :— - 

1. Descent of the anterior vaginal wall^ with or with- 

^^^K 2. Do. of tbe posterior vaginal wall r out descent 

^^^^H 3. Uo. of both vaginal walls J the nterns. 

^^^B i. Primary prolapse of both vaginal walls — 

^^^^H (a) with elongatio colli and i-eti'oversio uteri ; 

^^^^M (&) with secondary descent of a retroverted nteros 

^^^H prolapsus uteri. 

^^^K 5. Primary prolap.se of the anterioi' vaginal wall, 
elongatio colli and i-ctroversion of the uterus (commoi 
form), which may pass into — 

6. Primary prolapse of the anterior vaginal wall 
elongatio colli, retroversion of the uterus, 1 
depression of the posterior vaginal vault, which latl 
may increase to complete prolapse of the posterior vagii 

7. Primaiy prolapse of the uteius, with secondary pi 
lapse of both vaginal walls. 

Symptoms. — These are a feeling of gaping of the 
vulva; bearing down; sacral pain; a feeling aa if a 
foreign body were in the vulva ; difficulty in micturition, 
and pain due to mechanical injuries of the prolapsed 
parts, injuries which often lead to extensive ulceration- 
By degrees the prolapse, which at first only came down 
on severe straining and went back spontaneously, or was 
easily pushed back by the patient, remains outside per- 
manently. Finally, the patient cannot replace it at all 
on account of the great increase in size (from venoas 
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HtaBiB), or from inflammatory adhesions. Symptoms of 
shock may be present in acute primary prolapse of the 
utema. If pregnancy ensues, which ia quite possible, the 
growing uterns draws the pi'evioQsly fallen vaginal walls 
more or less upwards. As a consequence of retroversion 
we may get incarceration of the retroflesed gravid nterua 
(G. Veit), 

Dingnosis. — This is very simple after the previous 
statements. Usually the patient comes with the 
diagnoaia ready made of prolapse. In pi-olapse of the 
anterior vaginal wall this lies exposed to view in ita 
whole length from the meatus nrethrse to the cervis. 
The anterior vaginal fornix ia obliterated. Cystocele is 
proved to exist by the catheter taking a downward 
direction in the bladder. Occasionally one sees the 
hjpertrophied portio and the widely open 09 nteri as 
part of the swelling protruding in the vulva. If the 
posterior vaginal wall is not prolapsed, then the posterior 
fornix is retained, and by examining bi-manually from this 
fornixonecanfeel the retro verted uterus, Wlienbotli va- 
ginal walls are pitilapsed, the uterine position and a certain 
amount of reetocele are to be made out from the rectnm. 

As the prolapse often goes back under restful condi- 
tions it ia well to ask the patient to congh or bear down 
before examination, or the uterus may be drawn down- 
wards with the volsella as far as it will come without 
resistance. That in such cases the prolapse is a reality is 
easily perceived from the dry skin-like state oE the pro- 
lapsed mucous membrane. As concerns differential diag- 
nosis, the isolated penis- or trunk-shaped hypertrophy of 
the cervix conies into consideration. In this a swelling 
projects from the vulva, which has the oa uteri as its 
apex. Yet it can be established that both vaginal fornices 
remain at their normal height. 
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Cysts of the vulra aiid vagina may also be mistaken 
fur prolapse. Bab one finds in tliese caBes that the ateras 
iind the vaginal vanlba stand at their normal level. 

Frof aosis. — Prolapse is a very grave evil, which takes 
away the capacity for both labour and pleasure, and which 
may lead to fatal septicoamia by the straop^nlation and 
gangrene of the prolapsed parts, and may also cause kidney 
and bladder diaoi-ders. 

Tre&tment. — The prophylactic treatment of prolapse 
lies in the rational management of labour and of the 
lying-in. The use of incisions for the relief of very great 
obstruction by the soft parts during delivery is of con- 
siderable importance, so also is the careful sntare of oven 
the smallest laceration or incision. This sutui's, if neces- 
sary, is renewed during the puerperium when primary 
anion has not taken place. 

After the first labour the patient should keep her bed 
for fourteen days. Severe compreasiou by the binder 
must bo avoided, and care must be taken to keep the 
bowels open, and to use the catheter if necessary After 
leaving her bed, the patient must do no bard work. Pi-o- 
lapse is overwhelmingly a disease of the lower classes, 
who cannot cai-ry ont these hygienic demands. 

for small degrees of descent without perinaial lacera- 
tion, which come for treatment soon after labour, one 
orders cold astringent douches (one to four tuaspoonfuls 
of alum in two pints of water), and puts in temporarily 
as small a Mayer's ring as possible. Any bo bin volution 
of the aterus is treated with eigot, and endometritis with 
curetting. If care be taken to Hecare involution of the 
genitals by these means, the descent may get well of 
itself. 

A true prolapse can only be cured by opei'alive means, 
and cannot be cared by pessaries. Pessaries keep the 
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prolapee up, bot onlyby abnormally stretching the vaginai 
Thus the vagina stretches still more, and a larger ring 
becomes necessary, until at last no ving will keep the 
prolapse iip. 

The nse of pessaries in the ti'eatment of prolapse is 
therefore to be rejected on principle. 

A ring is used only in old decrepit 
patients, and in each as refuse operation. 
The rings most liked are the soft rubber 
ones of Mayer (Pip. 89). A ring of this 
kind causes kolpitis, with profuse foal dis- 
chaiges, unless it be removed every four to 
eight weeks, and the patient be diligently douched. 

E. Martin's round hard rubber rings ai-e niore snit~] 
able.* These have a long stem which projects from thi 
vagina after the pessary has been introduced. The, 
pessaries keep the prolapse back better, and are not forced' 
out by the patient, because the stem becomes pressedl| 
against the pabes as soon as the ring turns crosswise in 
the vagina, and thus tbo stem prevents the ring tipping- 
upon its side and slipping out. Lastly, tbese rings do not 
excite so much secretion. 

In coiuplete prolapse of the anterior and posteri 
vaginal walls, with elongation of the cervix, the opei-ati 
treatment consists of the following methods, which can 
generally be completed at one sitting: — 

■ [The analogous pessaries used in England for thia condition are 
(a) the Bhelf-pBBsnry ot Simpson, and 'h) the peasary o! Zwanke. 
Both are solid pisgaries o( vulcanite or hard rubbor, furnished with 
a vaginal stem, and both are efreotive in keepini; up severe eases of 
protnision. TbeBhelf-peesarjis the simpler iDstrumcnt. Ibis made 
"in ono piece" and caunot break. Zivanke'a pessary is !n three 
pieoes, united by a screw-joint. It is easy of inlroduution, but always 
becomes broken in use. — J. W. T.] 
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1. Operationa on the uterus. 

(a) Abrasio nmcoate (curetting) ; 

(6) Vagiuo-fixatio uteri reti-overai intraperito- 

(c) Amputatio portionia vE^nalis cervicia. 

2. Operationu on the vagina and perinmum. 

(a) Anterior kolpori'haphy, or elyti'owhaphy ; 

(li) Posterior kolporrhaphy, or kolpoperineor- 
rhaphy, or perineorrhaphy, 
Cnretting of tlie interior of the uterus is used 
to cure the endometritis which ia 80 often present, 
while amputation of the cervis will directly remove 
the circttlai' hypertrophy, and indii'ectly, through 
involution of the whole uterus, the aapravaginal 
elongation or hypertrophy. When the uterus in 
very old cases consists of almost nothing more than 
the elongated cervis high amputation must be per- 
formed. 

Vaginal JLealion should be carried out lo all cases 
where the nterua is reti'overted or retroBexed. Host of 
the relapses after primarily successful operations for pro- 
lapse depend upon the fact that until now the defective 
position of the uterus was left, then the uterus which lay 
in the vagina came down moje, and paiily pnshed the 
vaginal walls apart and partly di'agged them with it. 
By vaginal fisation, in combination with the other pro- 
lapse opei'ations used before, even the largest prolapses 
may fi-om my experience be permanently cured. The 
uterus fixed in anteBexion keeps the vaginal fornicea at 
their normal level. I was the first (November, 1891) to 
combine vaginal fixation with kolporrhaphy for the cure 
of prolapse. In a case operated npon soon after by this 
method, 1 can, three years later, still show a, complete 
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Anterior kolpoirliaphy * conBiatrS in the excision of a 
more or less wide ova.1 piece of the anterior vaginal 

muconB membrane (Fig. 90). This begins 2 om. (| inch) 
behind tho urethral ineatnR, and terminates right at the 
cervix, or at tliat heiglit which can bo drawn down with 
volsella without resistance to the vaginal outlet. The 
upper end of the oval is fixed with tenaculum forceps. 
Two assistants hold the labia apart so as to expose tho 
whole field oE operation to view. The breadth of the oval 
can be obtained by finding the points laterally, which can 
be made to meet in the middle line by pulling them 
together with forceps. The bonndary ii 
at the same depth through the whole nii 

• [A better msthoil oE treatment Tor complete va,gin»l prolapse in 
the transliLlora' opiuiou is that oF double kteral kolparrhaphy, The 
uterua ia fully drawn dawn by voleella, and an elliptical piece ot 
mucous meiDbraiie is taken uway all along the Bide ot the va^ua, 
from the cervix almost to the vaginal entrance, first ou one aide and 
then on the other. The amount of tissue removed depends on the 
redundance or iasily of tho vaginal walls. The resulting wonnda 
are doaed by a continuous ruuiiini^ auture ot fine silk whiuh includes 
the submucous conneotive tissue, aud the uterus is partially replaced 
before the sutures are drawu tight. lu tUia way the vagina may be 
narrowed to almost any extent, and the double lateral cicatrix, inroir. 
ing the connective tissue on each side of the vaKiua, will often retain 
the uterua and vagina in perfect position aFterwarde. 

An operation to repair or strengthen the perina3um. after tha method 
of Tait, or atherniae, ahould always accompany the kolporrhaphy, 
Tho continuous silk sutures come away of themselves (or on slight 
traction) after several days. The viriter first used silkworm ^t in 
interrupted sutures, but found itvery difficult or impossible to remove 
these from the vaginal vault without injury to the conaolidated bed 
of connective tissue, while catgut was proved to be unreliable. The 
flner catgut on sale in England is usually absorbed much too quickly 
and surfaces (apparently) securely united by catgut sutures may 
completely open in three daya, or even less, from premature absorption 
ot the suture.— J. "W. T.] 
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The fiap marked onl ia aeized with booked forceps first, 
and then with two fingers, and, beginning above, m 
sepai'ated partly with a scalpel and partly by traction. 
The knife must always cut towards the flap, as otherwise 
too much tiBsne may be removed. 

When the mncous membrane has not the neceasary 
laxity for separation by the finger, the assistant on the 
right side presses the tissues upwards with his left fore- 
finger above the operator's knife. Spurting vessels are 
temporarily seized. The wound is closed with either 
deep and superficial interrupted sutures, or by continuous 
Bntnre of catgut. When deep and superficial interrnpted 
satares are used the deep sutures are passed under the 
whole wound sni'face, 
I \/^ I except at the middle, 

where the stttures are 
brought out and again 
inserted. I'ig. 90 shows 
a case of prolapse of the 
anterior vaginal wall. 
Amputation of the cer- 
vix has been performed, 
and the parts are ex- 
posed by fraction on the 
cervical sutures. In 
Figs. 90-92 are shown 
the three stages of 
continnouB catgut su- 
ture for closure of the 
wound. From the left 
■wound margin at a. 
Fig. 90, the suture is 
mnd surface, and brought 
op again over these first stitches, to emerge above at e, Fig. 




carrieddowninthecentreof the^ 



KOLPORRHAPHY. 



177 



91, at tlie right wound margin. [From c the suture is again 
carried downwards to d, this time bringing the edges of 
the wound together.] At d, Pig. 92, the loop is out 
through, the lower loop is tied, and then one oE the ends 
of the knot is tied to the termination of the thread. The 
individual loops of tlie continuous suture are not figured 
as drawn tight, so that tho points of insertion and emerg- 
ence may be indicated. In practice the asaiataut on the 
right side of the operator seizes the suture as soon as it 




emerges, each time with the left hand, and draws it tight, 
while with hia right hand be presses on the projecting 
wound-surface by means of forceps. When the oval flap 
excised is not very large two superimposed layers of 
stitches are aufacient. In this case the suturing is begun 
at h. Fig. 90, and carried upwarda. One must always 
remember to transfix the loops of the deeper stages, and 
then to carry the needle very superficially under the 
wound- surface, also when near the already sutui-ed fold of 
tho wound to insert and bring out the aulure on different 
sides of the fold. The wound-fold is shown in Figs. 91 
and 92 as a line. 
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The most uaefal form of poster 



' kolporrliaphy is that 
o£ Hegar. Since 

most pi-oltbpseB take 
place from liw^era- 
tion, or laxity of 
the pelvic floor and 
the recto-vaginal 
septttm, a reatora- 
tion of the peiinfflam 
or pei'ineorrhaphy 
mast always follow 
the posterior tol- 
porrliapliy or ely- 
trorrhaphy. Incasea 
where the vagina 
is not specially lax 
and not in folds, 
Hegai' combiuea the 
two methods into 
a kolpoperineorrhaphy, that is, the i 
whose base, which lies in the poster 
breadth of 4-7 cm. (1'6 to 2'8 inches), and whose height 
ia 5-9 cm. (2 to 3*6 inches) (Fig. 93). In posterior as in. 
anterior kolporrhaphy an oval flap is encased. The upper 
end reaches to the posterior fornir. Por the performance 
of kolpoperineorrhaphy the mucous membrane is seized in 
the middle line 5-9 cm. (2 to 36 inches) above the vaginal 
inlet with volsella. The same is done at the lower end of 
each labium majns 3-4 cm. (1*2 to 1'6 inches) from the 
perinasal raph^. The two latter pairs of volselia must be 
capable of approximation in the middle line without any 
great tension. They indicate the position of the new 
posterior commiaaure. The extent of the perinaiam is in- 
creased by half the base of the denuded triangle, The 
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II the left side uow graapa with his right hand 
the nppep forceps, pulls the point c down to the vaginal 
inlet, and takes the vnlsella on the left side with his left 
hand. His right hand also holds the Iri'igating tube in 
cane there ia not an extra assistant for this. The assistant 
on the right side seizes with his right hand the volsella on 
the right. The operator now carries the incisions caand cb 
through the mncons membrane to the depth of a few milli- 
metres. The necessary extension of the tissues is obtained 
by using more forceps (Fig. 93), or more easily by the right 
t using his left 6nger as described previously in 



anterior kolporrhaphy, or by the same assistant p 
his right forefiager into the rectum. He holds the volsella 
now in Iiis left hand. The flap is pi'epared as in anterior 
kolporrhaphy. By cutting from o to t the flap ia freed. 
The suturing, after Hegar, consists of deep interrupted 
sutures (see Fig. 94). Between two deep sutures a 
saperftcial or semi-deep suture is placed. Silkworm gut 
ligatures have the same advantage as silver wire in nob 
acting as a seton, and their tying, which is done as for 
silk sutures, is more simple than the twisting up of silver 
wire. Aa a rule silkworm gut sutures should not be tied 
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too tightly. Of late many operators prefer the oontmuoaa 
baried catcut aatnre of Werth aiid Brose. By thia means 
the wound ia otoaed sooner, and great tension does not 
make the accurate closure of the wound edges more difE- 
cult, while the removal of the antnrea later is unnecessary. 
Naturally in this method much depends upon the asepsis 
of the materials, The technique of continuous suturing is 
the same for posterior as for anterior kolporrhaphy. The 
edges of the wound mast not be brought together from 
below npwards. .By working in this direction the upper 




still nnstitched portion of the wound ia pushed into tho 
Tagina, and the suturing is made more difficult. There- 
fore on coming to the lower portion of tho wound, even 
when the wound n a g ns are only slightly sepai-ated, the 
Burgeon ca t s th sutu e by a few sunken loops to the 
upper end, t an fix ng the right wound margin above, and 
stitching the ed t g ther from this point downwards. 
(Figs. 95 fo 97) the continuous suture may be 
brought oi t on the ght side at the lower end of the 
wound, and the wound margins stitched together with a 
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aocoad coutitiiioQa sutare from above dowiiwardfl, the two 
autm-es being tied together at the lower end.* 

By Hegac'a kolpoperineorrhaphy the anperfluoua por- 
tions of vagina are removed, and narrowing of the vagina 
and vulva results while they are pushed forwards. The 
latter happens because the recto-vaginal septum is in- 
creased by the amount which ia obtained when the 
denuded triangle is folded from its apex downwards. The 
perinteum itself is increased forward by half the base of 
the triangle. In this way the normal relations of the 
parta are re-established by Hegar's method. 

With regard to the many transitional forma between 
ohronic perineal lacerations and pi-olapae of the posterior 
vaginal wall it ia not unimportant to observe that the 
shape of the denuded surface of Simon for old perinseai 
lacerations (Fig. 47) may be anatomically derived from j 
Hegar's figare. But in perineorrhaphy, as there is no in- 
tention of narrowing the vagina, it ia not requisite to carry 
the apex of the triangle so high up the vagina as in 
Hegar's kolpoperincorrhaphy ; it liea at c, inatead of c 
(Fig. 99). If the simple triangle abc' be denuded, the 
perinteum will have half the length of ab, but just above 
the perimeum the recto-vaginal septum will be very thin. 
On this account the lateral corners of Hegar's triangle 
must be somewhat carried out and ivaundod off. The sur- 
face thus produced is that of Simon for incomplete lacera- 
tion of the perineeum. In complete laceration of the 
pcrinajnm the figure ia altered, since the base of Hegar's 
triangle is bout in by the tear in the anterior rectal 
wail. (This kink is shown in Fig. 99 by the dotted 

* In Fig. 95 the suturo could bo brought out at e uwiug to the 
small dislaDoe between a and i. But it is reoommeaded on the 
abovo-given grounds to always pass a buried suture upirOirdB 
wound (Tig. 96). 
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line.) Thus we obtain Simon's denudation in complete 
laceration of the periuEBum. The author has used for aotne 
years a method com- 
bining Simon's and 
Hegar's perineoplastic 

\^ x y ji^ operations, and the re- 

N^Sf^jJt._;7_"_""\ ^^K^^S^^ suits have been good. 

A pentagon (Fig, 98) 
is excised, a, c, (i, e, /, 
and the upper portion 
of this pentagon, name- 
ly, the triangle a, c, /, 
ia closed by a continuous snture ; the lower portion how- 
ever, the quadrangle c, A, e, f, is closed by silkworm gut ; 
the cud of the catgat is tied to the uppermost silkworm 
gut suture. In this way a specially firm and high pei'inpsum 
is fonned, which is greater than Hegar's by the two tri- 
angles, fc, c, d, and g, f, e, and whereby the vagina is 
abut off from the wound. The points c and / are at the 
lower enda of the labia minora. Of late the Genoan 
operators, at the inatiga- ^ 

tion of Zweifel and San- 
ger, have carried out Law- 
son Tait's flap -splitting 
operation instead of He- 
gar's kol pope fine or- 
rhaphy. This method is 
very pleasing because of 
its facility and expedition, 
and also becauae it pro- Ji^^ 

duces a much longer per- pig. 119. 

inteum than any other op- 
eration. In severe prolapse, where a great excess of tissue 
"uiplicated, this method is not sufficient. From the 
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ftufctor's experiences it is only indicated where the perinieal 
laceration is the chief troiihle and the prolapse is small. 
The flap-splitting operation, according to Siinger, whose 
account the author follows in eyery detail, is aa follows 
for laceration of first and second degrees ; — One begins by 
pushing a pledget of iodoform gauze into the rectum. By 
this the posterior vaginal wall is bellied forwards, and any 




rig. 100.- After BSnger. 

fffical masses still remaining in the rectum arc thus re 
moved from the field of operations. By introducing the 
left forefinger into the rectum, as also by an assistant 
drawing the labia majora apart in the direction of the 
tubera iachii^a secondary help which is not always neces- 
sary — the perinaiura is stretched widely out, the vulva is 
dilat-ed, and the posterior vaginal wall is exposed to view 
to a sufficient height. The point of the lower blade of a 
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pair of elbowed seisaora, held horizontally, is pushed in to 
the depth of about 1-5 to 3 cm, (see Fig. 101) in the 
middle line between the posterior commisanre and the 
anal niargin, and the recto -vaginal septum is split up first 
to the loft, and then, after tnmiog the sciaaors round, to 
the fight (see Fig. 100). These transvei-se cuts end on 
each side at a vertical line, which is supposed to be drawn 
downwards a little outside the point where the labia 
majora and minora unite. In the direction of this line 
the incision is contiaued on both aides, 
using sciaaors, from the end of the hori- 
zontal line, for 2'5 to 3 cm. (1 to 1-2 
inches) upwards. These lateral incisions 
are about 3 cm. (1"2 inches) deep. A 
foui'- cornered vaginal flap is produced by 
these three incisions, and tbia is drawn 
upwards carefully with forceps, and the 
connective tissue at its base, which is 
thus put on the stretch, is cut through gradually with 
the scissors. The raw aui'face thus foi'ined has a six- 
sided shape (see Fig. 102). It is closed by interrupted 
tranaverae sutures, which are all passed entirely from 
the perinteum, and are caiTied under the whole depth of 
the wound.. In doing this the finger in the rectum prevents 
any perforation of the bowel by the needle. The needle 
is passed tirsfc at a (Fig. 102). For this the a.ssiatant on 
the right side mnat stretch the raai-gins of the wound 
with forceps, since the operator has only hia right hand 
free. 

When the last sntnre at d has been passed, the operator 
removes his finger from the rectum, disinfects it, and now 
seizes the upper margin of the vaginal flap between the 
thumb and middle finger of the left hand (the forefinger 
is better not used on account of its doubtful state from 
its previooB position). Then a, fine needle is passed in at 
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c, rig. 102, is cai'ried between the woaad snrface and the 
vaginal mucoas membranes thiougb the upper maigin of 
the vaginal flap, and brought out again at b This suture 
ia now tied, and it brings the vaginal flap togethet like 
tho mouth of a tobacco pouch. Between this and a a third 
suture ia passed and tied, and then the other sutnies are 
tied from above down io order. If necessaiy a few super- 
ficial Biiturea are passed between these 




In chronic lacerations of the third decree the transverse 
incision is made better with a knife. The lateral inciaions 
are then prolonged backwavda 2 cm. (O'S inch) so that 
the figure takes the shape of the letter H (see Fig. 103). 
The vagina] flap which is formed in this way is drawn 
upwards, and the rectal one downwards (see Fig. 104)i 
The wound haa the shape of an octagon, and is sutured as 
above described. The rectal flap is pursed up by the same 
tobacco-ponch autnre. Tho sutured wound ia seen in 
Fig. 105, The upper portion becomes markedly less 
through contraction. The instrumentarium is the usual 
one. Tho angled sciasors can also be dispensed with. 
Sharply curved needles, both small ajid extra lar^e, s-tm 
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necesBary. The anthor nsea silkworm gnt or silk, and has 
bad no failures. Since one liaa to pass so few stitches, 
the interrupted Buturea can here be more quickly used 
than a continnons sntnre. If the tension is very great 
on tying, the wound edges are approximated by pulling' 
on the whole lot of the previously passed deep sutures. 
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The advantages of this flap-splitting operation have 
been given already on page 78. Van Langenbeck, WilmH, 
and PritBch had already described and carried out siaular 
flap operations before Lawaon Tait." 

■ [On Tait'a operation for ruptured perinecura ;— In operating by 
Lawsou Tait's method the recto-vaginal septum is thoroughly split 
with elbowed Bcispors, and the ends of the incUiom are carried 
upteardi on the inner side of the labia mss not only to repair but to 
extend the porinicum Corwards. This is not represented in the 
Bketohes, From throe to »ix silkworm gut sutures ftre passed beneath 
the raw surfaces from side to Bide by a bandied needle with wide 
curvature. The lower sutures should be complet^^ly buried before 
tying. 'Xhe upper sutures bring together the extending arms oE the 
incision.— J. W. T.] 
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The serial order of the opeKitiona described in as 
follows : cvrelting, amputation, anterior kolporrkaphy, and 
kolpoperineorrhaphy. In retroversion of the uterug I pro- 
ceed as follows : I first open the plica 
veaico-uterina and stitch this to the 
lateral ends of the transverse incision 
(Fig. 106). I then excise a triangle from 
the anterior vaginal wall, the apex of 
which lies below the urethral swelling 
at a, the base coincides with the upper 
wound margin c of the transverse wound. 
The uterus is now drawn forwai-d, its 
fundus is sutured to the vaginal wall 
immediately below a with one trans- 
verse silkworm gut suture, the peritoneal v 
eagitally and the vaginal one in X shape. 
porrhaphyorTait'a operation be added, the patient mayrise 
on the twelfth day, and be discharged after the fourteenth. 

Of late vaginal extii'pation of the ntems and removal 
of the vagina at the same time has been perfomied for very 
large chronic prolapses. In the cases operated upon by this 
method in the clinic of Gusserow, there always appeared 
to be some relapse even then, although perhaps small. 

The author, therefore, in cases of his own, following 
the advice of A. Martin, after extirpation of the uterus 
and resection of the vagina, finished the operation by a 
kolpopeiin eorrhaphy . 

The patients have done well. This operation is only 
justifiable when there is a very strong suspicion of 
malignant degeneration of the eDdoraetrium, wide 
vaginal ulceration, myomatous degenoi-ation, or excessive 
prolapse. If the prolapse is excessive and vaginal fixation 
be performed kinking of the uretei-s may occur. Ventral 
fixation is not done for prolapse unless other complica- 
tions call for ahdominal section. 
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Inversion of the Uterus. 

A recent iuveraion of the nteruB is a subject for 
obstetric treatment. Ita reposition ia eaay by manual 
preasuve upon the highest part of the utei'ua, ■which, is 
projecting into or out of the vagina like a polypus. 

Chronic inversion ariaes from the non-reposition of an 
inversion which has taken place after labour. Nowadays 
cases of this description are observed more rarely, because 
of the much more rational conduct o£ the period after 
delivery. The i-are inversions, duo to the dragging of 
polypi, have become yet more rare, because the patients 
with polypi call in skilled medical assistance much earlier 
than foi'merly. 

The symptoms are exhausting bleeding, profuse foul 
discharge, sacral pain, and bearing down. The mucous 
membrane of the nterua may ulcerate, and even gangrene 
may onsae from disturbance of the circulation. 

The diagnoaia is simple. The inverted uterus is 
diagnosed from a uterine polypus pushed into the vagina 
by finding that the fundus uteri is absent from ita normal 
position, and the inversion groove can be felt per rectum. 
In addition, one proves that the wall of the suspicious 
tumour passes on every side into the cervix, and that 
there is no uterine cavity. 

The treatment should in the first place aim at reposi- 
tion.* This bnt seldom ancceeds by manual treatment, 

* [On iuvBrebn of the uterus:— Tor the treatment of tliis con- 
ditioD, elaitie jireieare applied to the inverted fuoduB bj moans of 
tliB repoaitors of Avcling or Tait ia sa very satisfactory that it may 
be Eaid U> have replaced all other methods in this country. It very 
rarely Fails even when " taxis " under deep uiiccstheeia bo-s been un- 
Huaceasful, and its employment in the Eret place as a matter of course 
is strongly to be recommendod. Tbe noute or recent condition may 
usually be treated at once by manual reposition.— Te.] 
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when, for instance, the cervix is seized with volaella and 
drawn downwards, whilst the fundaa is puahed upwards. 
Absolutely oertain aucceaa is often obtained by keeping 
the vagina plugged for weets with a liolpenrjTitor filled 
with water. Operative treatment of chronic inveraioa is 
therefore limited to a very few caaea. Thia consists in 
putting an elastic ring over the parta and then removing 
the inverted tissues as high as possible, and anturing the 
wound with stitches, which include the peri ton entn 
(Kaltenbach). 

Hofmoier has proposed instead of this to pei'form total 
vaginal extirpation of the inverted uterus. 

In place of these mutilating operations, Eiiatner haa 
introduced a happily thought-out conservative operation. 
Ho opena tbe pouch of Douglas, and passes bis finger 
through this into the cup of the inversion, he then splits 
the posterior uterine wall longitudinally above the ex- 
ternal OS uteri, and I'eiuverts the uterus with bis thumb 
while counter- pressure is made with the forefinger through 
Douglas's pouch. After thorough replaeementof the uterus 
the uterine wall and Douglas's pouch are both sutured. The 
antlior would open the plica vesico-aterina and not the 
pouch of Douglaa, so as to avoid ti-oubleaome adhesions. 

If the inversion haa been produced by tumours, these 
should be at once removed (Figa. 107-109). Of practical 
importance is the partial inversion, which is caused when 
ene pulls a myoma with a abort pedicle atrougly down- 
waids in order to remove it. 

The pedicle of the myoma is then formed partly of 
inverted uterine wall. If the pedicle be now removed 
high up, the uterus will be widely out through, and flood- 
ing may set in. It is therefore neceasary to be certain 
whether a depreaaiou of the outer uterine surface is per- 
ceptible when the polypus ia drawn upon, and, if so, the 
pedicle mask be divided as low down as possible. 



THE NEW GROWTHS OP THE UTERUS. 



Myoma. 

Uterine myoma is a partial hyperplasia of the smooth 
muBcle stfncture of the uterus. When the connective 
tissue preponderatea in tLe new growth we speak of 
flbro-myoma or fibromata. 

The latter are harder, poorer in blood- vessels, and 
accordingly of a whiter coloar. In a single uteraa there 
are usnally many myomata present. 

They occur first about puberty, hut in special cases are 
already formed even in childhood, ho that their origin raay 
possibly be traced from birth (Leopold), 

Itappearsto ha proved that 
in the greater number of 
myomata the new growth 
starts from the musculiu' coat 
of the blood-vessels (Gotts- 
chalk), and is caused by 
irritating causes acting fi'om 
the blood. 

According to their situa- i 
tion, these tnmours ai'e ''^ 
divided into " subserous," 
" interstitial," and " sub- 
macons " myomata of the 
uterino body and of the cervix, 
common than cervical myomata. 

According to the definition of Gnsserow, a Bubseroua 
myoma is one which begins in the enbperitoneal layers of 
the uterus and grows in the diroctior '■' ■ reeiata-aii^. 




The former are more 
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It therefore tends to enlarge and protrude into the cavity 
of the poritoneQDi (Fig. 110). 

If the tumour begins rather iu the middle layers of 
the uterus, so that in spite of steady growth it is always 
surrounded by a thick layer of sound uterine muscle- 
tissue, we have to do with an interstitial (or intra- parietal) 
myoma. 

Lastly, if the development begins in. the muscle-layer 
lying immediately below the mncoua membrane, and the 
growth of the tumour takes place chiefly into the cavity 




Fig. 111. 



of the nterua, the myoma is described as " submucous" 
(Fig. 112), and as a polypus when it has a thin pedicle. 

Subserous and submucous myomata have only a thtn 
over-layer of serous or mucous membi'ane, while intra- 
parietal myomata lie in a " capsule," with which they are 
usually connected by loose connective tissue only. 

After splitting the capsule, the myoma may be removecl 
by enucleation. 

The capsule is usually hypertrophied with the adjacent 
uterine tissue itself, but may become so atrophied that in 
sounding, curetting, and during the use of an intra- 
uterine injection, perforation may take place. 
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Instead of growing freely into the abdominal cavity, 
subserons myomata may extend laterally into tbe broad 
ligaments, and are then termed " intra-lig;amentary." 

These myomata have a capsnie also which is developed 
from the thickened bi-oad ligament. 

Myomata may undergo various metamorphosee, 
Through cedema, myxomatous or fatty changes, they 
may soften or become cystic, and they may undergo 
s putrid 01' malignant degeneration. 

3od spaces may develop within their sub- 
stance (myoma teleangiectodes s. cavernosum) or lymph- 
spaces (myoma lymphangiectodea). 

CEdematoas infiltration comes on most fi-equenily during 
pregnancy, or when the myoma is incarcerated in the 
pelvis : fatty degeneration during the lying io, so that a 
myoma which has attained a considerable size during 
pregnancy may clearly diminish in size during the lying 
in, and may almost — but very seldom completely — dis- 
appear. 

Putrid or purulent degeneration arises from the 
entrance of some infectious germs, and is moat fre- 
quently observed after openitiyo interference or labour. 

This degeneration cb,a also ari.se spontaneonsly when 
Bubmncons myomata are forced outwards into the vagina. 

If the patient do not hereby succumb to pyiomia, the 
myoma, through a process of inflammatory separation, 
may become thrown off, and in this way a natural cure 
result. These are the cases where a patient, given up by 
her doctor on account of presamptive carcinoma of the 
nterus, becomes cured of her cancel' by the use of some 
indifferent prescription. 

The spontaneous " birth " of a myoma may farther 
occur from uterine contraction only, as when the pedicle 
of a polypus is torn through. 
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The cbief BymptoiiiB of myoma are bleeding and pain. 
Htemorrhage arises aa a cionseqnencB of consecutive in- 
flammatiou of the uterine roncoua membrane (Wyder). 
It is moat severe in siibmncons and least in the subserous 
myomata. In the former the menatrnal type may be 
completely lost, a metrorrhagia developing irom menor- 
rhagia. 

In later stages, when the patienthas become thoroughly 
exsanguine, the htemorrliage is often replaced by a slimy 
or muco-purulent discharge. 

In the beginning pain occurs mostly only daring' 
menstruation (dysmeoorrhcea) especially with interstitial 
myoraata. In submacoms tumours the pain has the 
characteristics of " labour pains." Contractions are 
excited which dilate the oa nteii. If the myoma be com- 
plicated with perimetritis — perimetritis appears very 
frequently as perioophitia and pcrisalpingitis^more or 
less constant paiu is complained of. The growth of the 
tumour moreover produces abnormal sensations of all 
kinds in the abdomen, such as a feeling of fnlnesB, 
weight in the pelvis, " bearing-down," dysuria, and con- 
stipation. 

Urtemia and hydronephrosis may arise from pressnre 
on the ureters. If a myoma become blocked in the pelvis, 
complete retention of uHne, obstruction of bowels, and 
purulent pelvic peritonitis may come on. 

Sterility is frequently associated with myoma. 

Dia^oris. — Submucous tumours are easy to diagnose 
when the cervix is sufficiently open for the finger to pass, 
or the tumonr is ali-eady eitruded into the vagina. At 
first the tumour is often felt only daring menstruation. 
I tumour enlarges the uterus In a globular 
Where, therefore, a symmetrical enlargement 
of the nteras exists, together with an undilated condition 
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of the OS nteri, and pregattncy can be excluded, it is 
necessary to dilate the cei'vix in order to directly prove 
the presence of a tumour. 

One recognises small interstitial tiunoura by their hard- 
ness. Often enough the diagnosis is only made of chronic 
metritis. The treatment is the same. With larger snb- 
serous or interstitial tumour the diagnosis of myoma is 
usnally easy, but often the true interpretation of the 
tumour is difficult. First, one has to differentiate the 
uterns from, the tumour. This is done by combined 
examination — including examination from the rectum — 
as well as by the help of drawing down the uterns with 
Toisella and sounding it. 

A tnmour sharply defined from the walls of the pelvis, 
round, of hai'der consistence than the uterus, and passing 
by a broad attachment into the latter (which is usnally 
increased in length) is almost certainly a myoma. Yet 
the diagnosis is very difficnlt when there is a snbseroas 
myoma with a small pedicle. Snch can only be differenti- 
ated from ovarian tumours by their hardness, and this sign 
is not always present in myomata, while ovarian tumonra 
may sometimes be solid and hard also. Farther, the 
diagnosis of intraligamentary myomata is difficnlt. When 
a fii-cumscribed tumour is recognised, which is situated in 
the broad ligament, and is only slightly movable together 
with the uterus, lying close to the latter, the diagnosis 
wavers between intraligamentary ovarian tumour, tubal 
tumoors, myoma, and, perhaps, hfematoma of the bfoad 
ligament. 

In purulent degeneration of a myoma a malignant new 
gi'owth, carcinoma or sarcoma, is often diagnosed. In the 
latter, the masses thrown off are small, crumbling, and 
soft. In myoma it is especially difficult to remove any 
bits of tissue, but if removed these are more fibrous and 
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firmer thna those which are thrown ofE in sarcotoR or 
cancer, The micro6COpe mnBt be naed to resolve any 

donbt that may remain. 

The pro^noaiB of myoma is so mnch the better the 
more subserous the tumours are, and the slower they are 
in growing. 

Small subrancouB myomata may be dangerous to life 
on account of the profnsenesB of the htemorrhage ■which 
they cause. On the other side, subserous quickly-growing 
myomata may grailnally lead to a fatal terminatioD. 
through the compression which all large abdominal 
tumours exercise on intra-abdominal organs— thereby 
causing grave disturbances of digestion, urine- excretion, 
and circulation. Medium-sized tumours may, by in- 
carceration in the true pelvis, cause death. It is necessary 
also to keep in mind the possibility of malignant sarco- 
matous degeneration, or of purulent degeneration in any 
case of mjfoma. In the larger tumours degeneration of 
the heart muscle is very apt to come on, and the prognosis 
of a laparotomy, where this is present, becomes 
much more serious. An embolus, either before or 
after an operation, may quickly result in the death of 
a patient. 

The menopause nsually leads to a relative recovery, 
throagh the cessation of the hsemorrhage. In myoma of 
the uterns, however, this occurs very late, not, as a rule, 
until the fiftieth year. On the other hand, there are also 
cases where a myoma produces symptoms for the first time 
long after the menopause, such as profuse htemon-hage. 

Treatment.' — Where the resorption of a myoma haa 
been described from the eSecta of a " cure " at one of the 
"Bade " or Spas, there has been a diagnostic en-or through 
which an inflanimatoiy eindation has been supposed to bo 
a myoma and so treated. 
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Sy means of the anbcntaneona iajection of ergotiu in 
certain eases resorption or diminution or limitation of 
growth in a myoma has been obtained, and the hremor- 
rhago has been corrospondinglj iafluonced for good. The 
HQCoess of this treatment is, however, very uncertain, and 
the treatment itself is very wearisome and painful. 
Schroder noticed the first diminution of a myoma after 
400 injections of 0'2 grm, of evgotin. With subserous 
myomata it is peculiarly impossible to reckon on success. 

The same result, namely disappearance, diminution, or 
at least cessation of growth with stoppage of the abdominal 
hEemorrhage, is aimed at (after ApostoU and others) by 
elpctrolysia with strong currents — up to several hundred 
milliampei'es. The autlior has never seen a disappearance 
or permanent diminntion of a myoma by this metliod, bat 
has noticed a marked lessening of the hsemorrliage, and 
often a surprising improvement of the general health. 
It seems to him that a yet safer way of treating the 
metrorrhagia of myoma is by caretting, and the sub- 
sequent use of caustics. 

With patients, however, who shrink from any opera- 
tive procedure, the method is a very useful one, and is 
to be decidedly preferred to the ergotiu treatment. The 
author is restricted from, an elaborate description of the 
carefully perfected method, because a specially constructed 
and very costly apparatus is necessary for its practice, and 
naturally the specialist only procures this. Lately, after 
tbe use of the fluid extract of Hydrastis canadensis given 
for several months ('20 m. three times daily), one has 
observed a marked diminntion of the haamorrhage. In 
small myomata vaporisation is decidedly the best means 
of stopping the bleeding, short of operative interference. 

Tlie operative treBtineiit of mjoma may be divided 
into symptomatic and radical. The former is directed 
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against the chief symptom — hieinorrhage — without any 
interfereuce with the tnmonr itself, the latter deals with 
the removal of the tumour, and with this the removal alao 
of a part or the whole of the uterus. 

To the sjraptomatic treatment belong cureiting, ligalure 
oftJie uterine arieries and castration, to the " radical " the 
vaginal extirpation either of the myoma alone or of the 
whole myomatous uterus, and also the operation of 
myomectomy, that is the removal of the myoma by 
abdominal section, the prognosis of which varies vei'y 
greatly, whether one can simply ligature the pedicle of a 
eiibseroQS myoma like an ovarian tumour or enucleate it 
ont of the uterine substance, or whether one must open 
the uterine cavity and remove a part of the uterus 
together with the tumour. When the whole body of the 
uterus, together with the myoma, is removed at the region 
of the internal oa, the operation ia termed the "supra- 
vaginal amputation of the myomatous uterus." This opera- 
tion had the highest mortality of all. 

In cases where hiemorrhage constitutes the chief 
symptom, the symptomatic treatment, which aims at the 
reductiou of the bleeding, ia first indicated. When the 
cervix is closed this treatment is commenced by a 
tamponade of the uterus with iodoform gauze. In this 
way the cei'vix becomes so widely dilated in 24 to 48 
hours that the surgeon can introduce his finger into the 
uterine cavity and feel his way as to the length, direction, 
and relations of the myoma. If the myoma protrudes only 
very slightly into the uterine cavity the treatment is 
limited to cui-etting (see Endometritis). 

This carried oat by the practised and thoroughly 
aseptic hand is (practically) without danger. After the 
curetting, the treatment is concluded by the methodical 
cauterisation with chloride of zinc, as previously described. 
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On the other hand, however, if the practitioner feels a, 
aabmacona myoma within the nteriae cavity, curetting 
and subsequent cauterieation ai'e much less likely to pro- 
dace a permanent result. 

The removal of the tumour is not essentially a m.ore 
daiigerons operation than curetting, provided the tumour 
is not sloughing, and the pi'aelitioner has experience, a 
thoronghly antiseptic preparation, and a sufficiently rich 
" instrumentarinm " at hia disposal. Under these circnm- 
stances a myoma up to the size of a child's head may he 
removed even in virgins and with a closed cervix. 

A tumour of 6 cm. (2^ inches) diameter can he removed 
from an absolute virgin through a cervix which is dilated 
only np to the passage of the finger (Chrohak). For this 
purpose the practitioner seizes the cerviic with two vol- 
sella, and the myoma with Muzcns's forceps, and draws 
both uterns and myoma downwards. 

If the myoma is not too large, and has a small pedicle, 
the practitioner can, as a rule, reach the pedicle with his 
left forefinger, and cut it throngh with Siebold's scissors. 
If this is impossible, he endeavours by traction movements 
to loosen the connections of the tnmonr, or effects the 
latter in myomata with broad attacbmenta by dipping 
his finger into the bed of the tumonr, and in this way 
gradaally enucleating it under counter -pressure from 
outside. 

If the Muzeux's forceps tear ont, the tumour is laid 
hold of with strong and broad cfamp-forceps. (The author 
has proved the Richelot clamp-forceps for vaginal ex- 
tirpation to be a very good instrument for this par- 

If the tusionr be too large to be removed in its 
entirety, it must be lessened by the excision of wedge- 
shaped portions ("moreellement"), or the anterior vaginal 
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vault is opened by a transverse out, the bladder is pnsbed 
np oS the corvis, the anterior uterine wall is split, and the 
tumour remairis (Doyen). 

After removal of tiie tumour, curetting iB done in 
addition, and the uterus and vagina are washed out with 
a 3 per cent, carbolic solution, or, in marked ansemia, with 
a 3 per cent, salicylic solution or a 1 per cent, solntion of 
lysol. The uterus and bed of the tumour is then packed 
with iodofoi'm gauze. 

The treatment just described is yet simpler if the 
child's-head-sized submucous, interstitial, or cervical 
myoma be already partly extruded into the vagina. This 
bays the vagina well forwai-ds, so that occasionally the 
vaginal pai't of the mass can be split off and the myoma 
enucleated (Czerny). 

In comparison with laparotomy for these smaller 
tumours, the vaginal extirpation of a myoma is on the 
whole a more difficult operation; but if the tumour be 
I'emoved by the vagina, the patient I'ecovers without the 
possibility of any later attack of ventral hernia or ileus, 
as is often the ease after abdominal section. The mor- 
tality of kolpomyomotomy has already been reduced by 
Leopold to 3*5 per cent. 

We have already pointed out " castration " as a symp- 
tomatic method of treatment for myoma." The hieraor- 
J'hage ceases after casti'ation, though fi'equentty not nntil 
* [On remoTal of the appendages for mjonia : — It does not seem 
to the translators that tbe usefuluess of this operatioa ia sut&cieatl; 
appreciated by the author. The operation ie by no means contra- 
indicated in " cuaea irhere the ovaries are adherent, or in large 
tumourfl, or In tumours with pressure lymptoms, or in small tumours 
more or less incarcerated in the pelvis." 

Ih all casea of myoma in whioh surgical treatment is advisable 
(except sub-mucous fibroids which are easily removable from the 
vagina), this should be the operation chosen, whenever practicable. 
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r not at all if any parts of tlie 



•, and for 
value to 

special treatment 



after a long time, 
are left behind. 

Very often after castration a elirin 
complete disappearance, of the myoma m 
these cases castration is an operation of 
extirpation. 

Concerning the extension of tl 
(which we owe to Hegor) opinions are still very divided. 

In the Gret place, the operation should only be done 
in interstitial and subserous myomata, when the ovaries 
are easy to remove and there are no very firm adhesions. 
Myomotomy is to be pi-eferi-ed for tumours which reach 
above the umbilicus, which cause troublesome pressnre 
symptoms, as well as in smaller tumours which are incar- 
;ubEerouB myomata with 



:atcd in tbo pelvi 
I lender pedicles. 
When the 



3 very marked the simplest lapar- 
otomy is a very critical procedure. Instead of this, under 
these circnmstances and for interstitial and subserous 
tumoni's of not greater size than the frotal head, Leopold 

and only those coses in wliich removal of the appoDdagee is impospible 

should he submitted to hyBterectoiuy, 

The operation is often u difficult one, and tbla is perbupe the nwin 
reason w!iy it is not more popular ; but oiperioQOB and practice will 
siirmoimt most ot lliepc difficulties, and very few cases -will be found 
in which the more dungecous operation ot hysterectomy is neces- 

In aseptic iisnds the mortality, iLfter removul of the appenduges, 
shonld be very low— from S to 6 per cent. — and when il is bugcbsb- 
fully accomplished the Qnal result is eminently satisfactory. The 
patient suffers the usual neurotic symptoms associated with the 
" change of life," but when this is over it is extremely rare to find 
any turtlier trouble from the myoma or its treatment. 

Whenever the completed operation Is not followed by success there 
is strong ground for the suspicion that a really malignant growth has 
been mistaken for a fibroid.— ,1. W. T.] 
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has practised vaginal extirpation. This is borne even by 
very amemic patients pai-ticulai-ly well. This operatiotk 
is poRsibie even with still larger myomata if the uterus is 
split, after Miiller and Doyen, into two halves, and the 
myomata thus exposed enucleated or diminished. In this- 
way without any excessive bleeding both halves may be 
extracted finally and ligatured and divided. 

With regard to the Technique of Castration generally — 
and especially in fibromata — the isolation of the ovaries- 
is very important. 

This poHtnlate is satisfied either by (the Ti-endelenberg 
position) raising the pelvis, or, as Gosserow prefere, by 
pressing np the ovaries out of the vagina while slightly 
tarning the tnmonr, and holding apait the sides of the 
abdominftl iacifiion with retractors. 

In this way, if it be not adherent or greatly displaced 
by the tumour, the ovary either comes into view or can 
be drawn forwards by two fingers, after the operator 
has 3'eached the ovary, by following np the Fallopian 
tube from the fundus uteri outwai'ds. It is well to re- 
move the tubes also. 

If it is not immediately easy to lie the whole mes- 
ovarinm with a single ligature, the first ligature is placed 
in the most accessible part of the tube, and a series of 
ligatures carried outwards from this throogh the broad 
ligament underneath the ovary right up to the infundi- 
bulo-pelvic ligament. 

The already tied sutures, each one of which contains 
only a small part of the ligament — the moi-e ligatures 
so much the less danger from slipping of the ligatui'eB — 
are held by the assistant, and drawn in such a manner as 
to make the still unligatnred parts below acceesible. The 
ligatures must he tied as tightly ns possible. Each suc- 
ceeding ligature is passed through the middle of the 
Btitched portion of the previous ligature. 
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In general the surgeon enters hia stitcli thi-ongh tte 
anterior layer of the broad ligament, then cairies it out 
through the posterior layer, and after learing a space of 
theperiphery,re-etiterait through theposteriorand carries- 
it out through the anterior layer. If the operator do not 
make use of the special needle of Deechamp, but a sharp 
needle, the assistant must make the hinder anrface of the 
broad ligament visible by a suitable pnll on the already 
knotted sutures, or the operator must himself guard the 
point of cgreBS of the needle with his left forefinger, so 
that the latter may cause no injuriea to the bowel. These 
injuries are quite possible when one cannot succeed in 
drawing the ovary forwards to the abdominal incision, or 
when one cannot succeed in pressing the bowels aside 
either by sponges or by raising the pelvis. Fritsch re- 
moves the ovary after securing the two chief ligatures, 
and any bleeding points are then tied off or controlled. 

The technique of myomotomy in a subserous myoma, 
with a slender pedicle is the same as that of ovari- 
otomy. 

The surgeon turns the tumour out of the incision, he 
covers the intestines with aflat sponge, and ties the pedicle 
with a number of ligatures, each of which secures a smal 
part only of the pedicle, 

If the tumour be united to the fundus uteri by a broad 
base, the operator provisionally ties a rubber tube about, 
the broad ligaments and neck of the uterus (after 
Schroder). 

During the application of this the assistant must tEike 
care that no bowel-loop becomes included. When the 
opei'ator has m.ade one knot in the tube, the assistant 
receives this with catch-forceps before the operator ties 
the second knot. A simpler way ia for the assistant to 
drag the uterus strongly upwards and compress the broad 
ligaments manually. 
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The operator now outa out the myoma by a wadge- 
shaped iacUion, and atitohex the resulting wound with 
deep-gripping silk sntut'ea, while BuperEiGial silk and cat- 
gut sutui'es bring the peritoneal edges into exact apposi- 
tion, li the uterine cavity be opened this is closed by s 
buried catgut suture. 

The deep ligatures, aa Hofmcier has pointed out, mnst 
be passed obliquely in order to eecni-ely close the vesselB 
fwcending perpendicularly to the wound. In spite of this, 
further stitches are frequently necessary after removal of 
the tube in order to stop the bleeding. 

Snpra- Vaginal Amputation. 

If the myoma has developed underneath the layera of 
the broad ligaments, these are at once stitched together 
by double ligatures, ttrat on the one side and then on the 
other, from the infundibalo-polvic ligament as far aa the 
region of the internal oa nteri. These are then so cat 
through between the (double) ligatui«s that the ovary 
remains with the tumour. In doing this it is better for 
the surgeon to include only a small part of the ligament 
in each stitch. The last ligatui-e should include the 
uterine substance itself, so that in this way the uterine 
arteries are secured by stitches, and one may therefore 
completely dispense with the troublesome application of 
the coustriction-tnbe. 

Thereupon, in case the surgeon wishes to use the latter 
in spite of what has been said, the tube is placed round 
the uterus, and about 5 cm. (2 inches) above this, the 
myoma is cut off. 

If it be necessary to undertake the i-emoval of the 
tumour immediately above the constriction- tube, the 
surgeon forthwitli seizes the sides of the stump with two 
volsellas, so that it may not ratvact out of the holdfast of 
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the tube. Now follows the deep cnttin^-oat of the cer- 
vical mncoas membraiie, and the entai'e of the reaalting^ 
wound with buried catgnt, and deep silk enttires, as 
already described above. 

After removal of the tnbe and final closure of the still 
gaping' and bleeding raw anrfaees, both in stnmp and 
ligamentB, the threads are cat off short and the stamp 
is dropped (Intra-peritoneal treatment of the stamp — 
Schroder's method). The author hfls not lost a case by 
this method. This method has been modified advan- 
tageonsly by Noble. TJje ligamenta lata are tied and 
cut through as fai' as the round ligaments. The anterior 
peritoneal layer is divided, between the ligatures, over 
the anterior uterine wall. By retraction and blunt separa- 
tion of this layer the parametrium and the uterine arteries 
are esposed, and the arteries are tied. The body of the 
nterus is now removed, the cervical stump is secui'ed by 
two ligfttai^s tied at its corners, and the oval peritoneal 
space is closed by a continuoas catgut suture picking up 
the posterior peritonenm. With the elevated pelvic 
position this operation can be done qaickly and without 
loss of blood. The author never had any trouble with 
the cervical stump even when treated in the old way, so 
that he is no supporter of abdominal total extirpation for 
myomata. 

Hegar, on the other hand, devised the extra- peritoneal 
method of treatment of the stnmp which is still some- 
times used, This consists in the application of the con- 
striction tube, either without or after the under-stitching 
of the broad ligaments, the palling out of the tumour, 
the stitching of the parietal peritoneum of the lower 
angle of the wound to the peritoneum of the stump below 
the tube, the fastening of the stump by two strong lance- 
shaped needles passed crosswise through the stamp above 
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the tube, and the caaterisation of the stnmp with a 50 per 
cent, solation of chloride of zinc. 

For isolated interstitial mjomata which are surroanded 
by thiek uterine ma sole- structure, one employs the opera- 
tion of emmleation of Ihe myoma with preservation of the 
body of the uterus (after Spiegelberg and A. Martin). 

For this purpose (after the application of the constric- 
tion-tuhe) the thick capenle of the swelling ia split, the 
tumour ia shelled out of its bed by the aid of Muzeaz's 
forceps which are fastened into the tumour, and lastly the 
wound is stitched. If the nteriae cavity he widely opened 
it ia pood practice to plug the wound cavity and nteras 
with iodoform gauze and then sew up the primary incision 
wound again over this. In cases where the patient desired 
the uterus and adnexa to be spared I have removed as 
many as 15 myomata successfully. Alexander also 
operates thus. 

The removal of a myoma mhick has developed vnikin the 
layera of the broad ligament presents itself to the BUi^eon 
in very similar manner. After tying the spermatic 
vessels the capsule of the tumour is split in a diagonal 
direction, the sides of the incision secured with volsella, 
and then the tumour is enucleated. If the uterine attach- 
ment ia a broad one the neck of the uteiMis is tied as soon 
as possible with rubber tubing, and the supra-vaginal 
amputation carried out. After removal of the tumoar a 
resulting large wound cavity diminishes in size and per- 
mits of (easy) suture. "Where this ia impossible, one 
stitches the cavity to the lower angle of the nbdomiual 
incision or makes an opening from it into the vagina — Gils 
the cavity with iodoform gauze and sews the priinaj;^ 
incision together again. 

Of late two more operations have been published 
myomata, which are bnth designated by their in' 
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aa the method of the future. The first methoci, brought 
forward by Dixon Jones and A, Martin, consists in the 
extirpation of the whole myomatons nterua from the 
abdominal cavity (Frennd), in order in this way to 
remove the cervical atnmp with its possibly pathological 
germs. After the removal of the uterus the peritoneal 
wound is sutured. The author has performed the opera- 
tion once for a decomposing myoma after suturing the 
OS. The patient, aged seventy, had an irregular pulse 
of 140 before the operation, and died suddenly after a 
feverless course on the tenth day from cardiac paralysis. 
The second method, which was published by the author, 
is vagina] ccsliomyomectomy ( g 1 eel t my) 

This aims at preservation of tl t d 1 a 

opposed to A. Martin's operat d t th 

extraction of the uterus throng! th p d pi 
uterina, and consequent ren I 1 t f 

myomata according as they ai b t t t 1 

or submucous. Naturally this m tl d ly 1 d 

for small myomata. The lai^ t f fh y m t 
moved by the author in this way f m tb p d t 
cavity was about the aiae of an I 1 

the antbor has removed au ma j t y m t wh b 

in two cases were situated on t! p 11 t th 

level of the internal os. The wounds thus caused are 
sutured with interrupted catgut stitches, and with the 
exception of those on the posterior uterine wall, may be 
rendered extra-peritoneal by sab.seqnent vaginal fixation. 
The patient may be discharged as early as the ninth or 
tenth day. The operation is not more dangerous than 
curetting. Hence extirpation of myomata according to 

the i'--'^--' -■ ■^—* is justified aa soon as a diaguosis 

h "mer times small aubmncona 

the cervix aa soon as 



r 



208 A MANUAL OF GYNECOLOGICAL PRACTICE. 

they were diag'nosed because the operation was considered 
devoid of danger. 

As soon as the general practitioner learna that there is 
a safe method of extirpating small myomata, through the 
vagina, wherever they are, myomata will gradually come 
into the hand of the specialist while they are still small 
and admit of removal by vaginal cceliomyomectomy. In 
tliis way the necessity for the othef operations, described 
above, and for mutilating operations, becomes continually 
less, and it will be with myomata as with ovarian 
tnmours, which were operated upon only when they had 
reached a largo size, but nowadays are removed by 
laparotomy as soon as they are diagnosed, because of the 
lessened danger. 

Concerning the choice of the various operative proce- 
dures for myoma, the following may be said : 

1. Smaller myomata should be removed with every 
care (as soon as diagnosed), per vaginam by vaginal 
cceliomyomectomy,* or isolated submucous myomata 
may be removed through a dilated cervix (kolpomyo- 
motomy) . 

2. With larger myomata and when vaginal cceliomyo- 
mectomy is impossible, and when there is no necessity 
for the patient, owing to her social status, to be radically 
aud quickly cared, the htemorrhages may be stopped by 
curetting followed by caustics. 

3. Colossal tumours which completely fill the abdomen, 
or smaller but incarcerated myomata, or myomata which 
are growing rapidly or causing severe pain or breaking 
down, must be removed by ventral cojiiomyomotomy. 
With putrid myomata, Martin's total extirpation or the 

• The author begs t* recall once more that he understands coelio- 
tomy to be the opening of the peritonenl cuvity, and thut he differen- 
tiates ventral and vagioul cceliotomy. 
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exfcra- peritoneal method is to be preferred, in which 
whenever possible the operator first shuts off the myoma 
from the peritoneal cavity and then amputates it. 

4. HsBmorrhage also may offer an indication for myo- 
motomy in cases where this symptom cannot be stopped 
by curetting, etc. Under these circumstances, the vaginal 
conservative method is suitable for small myomata and 
total extirpation, ventral cceliotomy and castration for 
larger myomata. Anyhow nowadays it is not justifiable 
considering the safety of operations for myomata to wait 
for the menopause and allow the patient to become 
blanched. For myomotomy or hysteromyomotomy, that 
is the removal of the myomatous uterus, is now as safe as 
ovariotomy. Its mortality is now to 5 per cent. And 
death from sepsis is very rare. 

Vaporisation offers a non-operative way of dealing 
with myomata especially as regards the bleeding. For 
it causes, after two minutes' application, a complete 
necrosis and exfoliation of the mucosa, after which 
obliteration and contraction of the uterus sets in and all 
bleeding stops. 



THE MALIGNANT NEW GROWTHS OP THE 
UTERUS. 



1. Carcinoma of the neck of the Uterus. 
According to Rago ani Veit thia cpmi develop on the 
outer surface of the portio vaginalis— super fie iai cancroid 
of the portio vaginalis ; or on the 
cervicul mncous nienibrane — cancer 
of the cervical mucons membrane ; 
or lastly may grow in the pai'enchyma 
of the cervix itself — cancer of the 

The first Eonn seldom paaaes over 
to the cervical mncons membrane, 
but plants itself on the vagina and 
the pai'a- cervical connective tissue. 
The second spreads itself with a pre- 
dilection upwards to the mucoun 
membrane of the body of the uterus, 
while in the thii'd form the canceivjus 
lumps break out sometimfs on the 
outer surface of the poi'tio and some- 
(OTn"> (Af tw'ouaierow)' ti™^^ within the ccrvical canal. In 
the later stages it is impossible to 
tell which of the three forms had originally existed. 
From a therapeutic point of view these distinctions are 
not of 80 much importance in the present day as formerly, 
since the surgeon undertakes at present the removal of 
the entire womb for all three forms of the disease. 




I Of al 



who die of cancer, the third part suffer 
from nterine cancer (Schroder). The disease moat fre- 
qeently occurs about the " climacteric" — between the ages 
of forty and fifty. The formation, of metastatic growths 

Symptoms.— So long aa the new growth, is not ulce- 
rated, so loDg as no caneer-wound is preaent, caiTinoma 
gives rise to uo symptom. The earliest symptom of the 
onset of ulceration is hiemorrhage. At first this ia small 
in amount, comes on only on definite extra occasions, and 
most frequently during connection. Ijater on it inereasea 
the menstrual flow, and when this ceases a aanioua watery 
dischai^e is left behind. In other cases a smart irregular 
hemorrhage cornea on all at ouoe. Women who have 
passed the change of life (may) consider this as a return 
of their periods. When the ulcei'ation has progressed 
further the discharge which was not specially foul at the 
beginning of the disease becomes more prominent, it 
becomes putrid, stinking, and brownishly discoloured, and 
contains broken pieces of blackish tissue. 

The pain — as Gusserow baa specially pointed out — ia 
thivjughout no constant symptom of cervical carcinoma. 
Tliis comes on first when the disease has extended to the 
body of the uterus or the pelvic connective tissue, and 
also when the disease reaehea the neighbourhood of the 
peritoneum and causes peritonitis. Pruritus vulvae, 
mastodyuia, and disturbances of digestion occur, now and 
again, as associated aympt^ma. 

Further symptoms belong to the spreading of the 
cancer. Extension to the bladder may give i-iae to acute 
cystitis and to vesico- vaginal fistula. Recto- vaginal 
fistulffl are met with much less frequently. If the oaneer- 
maas should involve the ureters, hydi-o-nephiBsis and 
unemia may arise. Pressure on tha iliac veins may 
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produce thrombosiB and tadematons awelling of one or 
both logs, Difitaste foe food and vomiting is BometimeB 
tho conseqiiouoe of clironic gastric catarrh, BometimeB is 
0Auat»d hy tlie foal atmosphere in which the patient h&a 
to llvo, iiiul sometlmos is the result of chronic unemia. 

" Tho seqiienOB of discharge, hemorrhage, vomiting, 
ftml loss of appetite now very soon canses marked 
mnraamuH, in which the ancemia and hjdiiemia take part. 
(Kduma arises, discoloured auiEniic skin — in short, all 
thoHO symptoms, easy to recognise but not so easy to 
doBoribe, which unite together to form the picture of 
'oanoerous cachexia.' These, and the expression of deep 
iufforing become cBpecially intensified when ceaseless 
pain, both by day and night, allows no rest to the tor- 
mented frame " (Guaaerow), 

In this way the patient gradually dies either from 
marasmus, niiomia, or peritonitis, and usually in from I 
to 2^ years from the onset of the first symptom. 

DiagnosiB. — Notwithstanding that the diagnosis of 
cancer of the cervix is usually so very easy, it is, as a 
rule, first made so late in the progress of the disease that 
the patient reaps no special advantage from it, because 
the full removal of the cancerons vegetation is in the 
later stages impossible, This depends on the unhappy 
opinion, fostei'ed also by many physicians, that profuse 
bleedings about the " climacteiic" ai* of no importance. 

Women suffering from such symptoms, if they go early 
io a physician, are simply given hydrastia or ergot, and 
when, finally, a digital or speculum esamination is under- 
taken, the disease has already extended too far for e. 
radical cure to be possible. Or the cancroid of the portio 
is supposed to be an erosion, and thereupon is treated ao 
long with caustic, until in this case also it is too late for 
total extirpation. 
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The early diagnoeia of carcinoma is for this reason held 
of the highest imparlance, because uterine caneer is in the 
beginning a itrictly local affection which, by early removal of 
the diseased organ, the uterus, can be permanently cured. 

Eyery wODoMi who, after the cessation of mcnafrnation, 
has again commenced to bleed, should be considered as 
carcinomatous until the surgeon has inveatigated the case 
and found no sort of sign of carcinoma. 

Sach a patient mnat be examined at once before intro- 
ducing any kind of medication, and if there be nothing 
suspicious to notice in the portio vaginalis, the uterus 
should be curetted thoroughly from the fundus to the 
externa! os uteri. Precisely in the same way must the 
surgeon examine younger patients who complain of meno- 
or metrorrhagia. The neceaaity for this is still moi-e 
urgent if the above described discharge be also present. 

The diagnosis of cervical cancer is easy as soon as it is 
ulcerated — and it is very rarely that one aeea carcinoma 
earlier. Quite characteristic then is the definition between 
the ulceration and the new growth, the bleeding on touch 
and the crumbling off of the soft man-ow-like masses. In 
cancroid of the portio, the latter is often lost in the 
luxuriant vegetations — cauliflower- growth of the portio — 
while, in carcinoma of the cervis, the finger behind the 
intact external os enters a crater-like cavity, the walls of 
which ai-e already no longer formed from the uterus but 
from the pelvic connective tissue. 

Even in the diagnosis of the more certain caaes, mici-o- 
scopical examination must be carried out without excep- 
tion, in order to weaken the possible objection, if the 
patient permanently recovers, that the disease concerned 
could not have been a carcinoma — an objection which ia 
specially urged by Englishmen against the German 
statistics. 
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Early cftrcinoma occurs on the portio first as an erosion. 
According to Gnsaerow it le ditferentiftted from a benig- 
nant or simple erosion by the abarp, prominent, clearly 
raised and somewhat infiltrated margins — and from the 
fact that the erosion lies nnder the niveau of tbo poi-tio, 
and that it in soft, so that an inserted Tolsella easily tears 
ont. The yellowieh pink tint marks it from the bright 
red benign erosion. In its earliest stages the new growth 
is above the lecel of the cervical surface. 

Early carcinoma of the cervical mncoufi membrane 
easily bleeds, but often cannot be distinguished miero- 
BGopically from old cervical catari'h. In theKe early 
carcinomata of the mucous membrane and cervix it is 
necessary, for any certaintj' of diagnosis (according to the 
foregoing researches of Rnge and Veit), to excise a 
wedge-shaped portion of the suspicious mucous membrane 
and subjacent tissue as well as any suspicious nodes in 
the cervix itself, to harden these, and cut them into 
sections, going perpendicularly from the surface down- 
wards, and to examine these with the microscope. 

In carcinoma ore may then discover epithelial " nests " 
full of epithelial cells, with small-celled infiltration of the 
Burronnding tissue. The microscopical examination will 
also establish with certainty the differential diagnosis of 
the foi'egoing from a puti'efying myoma. 

Prognosis. — Carcinoma of the uterus is an absolutely 
lethal di.sease if it be not removed early enough by 
operation. If operated on qnito early, before the disease 
has advanced beyond the uterus, a permanent cure can 
iBsult. Indeed a return of the disease after early opera- 
tion teaches us that n m y a wh ne fancied that 
the cancer was still fi I t th ut a, it had really 
already spread into th pa am t m 

Treatment. — Tl t n th moval of the 
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c&reinoinatoQa uterus so long as this is stiil possible. 
Vaginal total extii-pation of the ntevas may be done so 
long as the povtio can be pulled down into the vulva with 
a Tolsella. In such casex, if suspicions bead-like thicken- 
ings can be felt in either the broad or s aero -uterine liga- 
ments, the operation is still justifiable in order to spare 
the patient tho later putrid ulceration. 

Unfortunately tho cases submitted to operation con- 
stitnte only a small fi-action of the cases of cancer of the 
uteraa in general. The fault of this lies partly on the 
omission of local examination and partly on the still wide- 
spread opinion, even among physicians, that uterine cancer 
is incurable. How false this idea is, one learns (for 
esample) by a case of total extirpation for uteriDB 
cancer which was operated upon seven years ago by Dr. 
von Giisserow, and still remains well. 

Technique of Vaginal Total Extirpation. — To the 
usual preparations for disinfection in putrid carcinomata 
is added the removal of tho putrid part by Paqnelin'a 
cautery. Tliia is effected most certainly, previous to the 
total extirpation, by the removal of the carcinomatoua 
vegetations with a knife, or in carcinoma of the mucoua 
membrane by cnrotting. After thorough washing and 
rubbing down of the resulting wound -surfaces with a 5 
per cent, carbolic solution or a 1 per cent, solution of 
lysol, these are sewn together, whereby the hiemoi-rhB^e 
is stopped and the exit of any loose carcinomatona masses 
out of the 03 uteri, and implantation of cancer on the 
fresh-wound surfflflea (grafting metastasis of Winter) is 
prevented. When this preliminary to operation is over, 
the necessary iostrumenta and utensils — such as irriga- 
tion-tube, mackintosh sheeting, etc. — are changed for 
others, and the operator and his assistants also must 
again disinfect themselves. 
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This BmatI loss of lime of three miDutes (for dig infection 
after Fiicbringer's metiiod, and diainfection by lyaol) is of 
no importance compared with, the greater eeciirity ensured 
to the opened peritoneal cavity against septic infection 
from decomposing masses of cancer or reinocwlation. 

Apart from this preliminary, the operation ia so 
ordered that a catheter is introduced into the bladder, 
the portio is drawn down with two volHellae, and two 
side-retr actors are insei'ted into the vagina. Anvard's 
bail -weigh ted self -retaining apeculnm is the best means 
of gaining a clear view of the vaginal roof and cervix. 
After drawing the uterna strongly to the left side, the 
operator paaseB, with Ueachamp'a needle, a strong silk 
thread quite deeply through the right vaginal vanlt. 
This is immediately tied eis firmly as possible. After 
drawing the uteras to the right, the left vaginal vaalt is 
attended to in the same way. 

The bleeding from the circumferential incision around 
the porfcio is lessened by these control stitches, and above 
all, from both of these threails, which the assistant drawn 
strongly downwards, the operator obtains a very con- 
veuient handle bymeana of which the operation- field can 
be made more accessible. The operator now cuta round 
the anterior surface of the portio between the two threads 
and opens up and sutures the plica vesico-nterina as 
described in vaginal cteliotomy, Thia is easily done if the 
plica be pulled down with the finger, and not pushed np 
from the uterus and bladder as is often done. If the plica 
is not easily opened up, the operator leaves this, lets the 
portio be drawn strongly upwards by one of the assistants, 
and introducing the posterior blade of a Simon's speculnm 
■^which, together with the right i-etractor, are best held 
by a nurse sitting behind the right aasistant — he cuta 
around the posterior surface of the portio. 
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a sometimes falls directly into the poach of 
DongltkB, otherwise the operator fetches the bottom of 
the wound near the uterus forwards with a hook forceps, 
and incises the base of the cone thus formed with a pair 
of Cowpec's scissors. Into the peritoneal cavity thna 
opened tbe operator introduceB his left forefinger; with 
this he draws the posterior layer of pei-itoneum forwards, 
and sews this to the vaginal wound mai'giu with a few 
interrupted sutures carried from before backwards. In 
this way any hsemorrhage from the retro-cervical connec- 
tive tissue is stopped. Now follows the ligature of the 
lowest parts of the broad ligaments. 

To this end the right assistant forcibly draws to the 
right side the ends of the right control- suture, the left 
assistant drawing the cervix sti-ongly to the left, while 
the operator lays his left forefinger against the posterior 
surface of the I'ight broad ligament, and from the pre- 
viously opened anterior vaginal vault passes a Deschamp's 
needle, armed with a strong silk sntnre, around the base 
of the right ligament. This is immediately tied as 
strongly as possible and given over to the right assistant. 
A second and even a third suture passed in the same 
tQanner secures still higher portions of the ligament, 
whereupon the operator cuts through the tissue between 
the sutures and the uterus with a pair of Cowper's 
scissors. If the stump of the ligature bleeds, the operator 
forthwith passes a, further sn tare, which is best applied 
a little above the ligature stump ia the yet unligatured 
part of the ligament, and then tied outside the already 
passed ligatures. {To this end the left assistant must 
draw over tbe threads to the left.) Tho neck of the 
uterns must be freed on the left side in exactly the same 
way. Now the anterior pocket of peritoneum close to 
the uterus is usually drawn forwards lightly with hook 



2l8 A MANUAL OF GYNECOLOGICAL PRACTICE. 

forceps, and opened 'with Cowper's eciasops. The aa-J 
terior layer of pecitonenm is then united with 
anterior vaginal wound margin in the same way as haf 
been already described at the opening of Douglas's pouch- 

While the portio is thoroughly drawn downwards, th& I 
broad ligaments are tlien ligatured upwards in situ, going f 
steadily on until the operator with his finger reaches tho I 
upper border of tho ligament. 

He now fixes the yet remaining part of the ligament I 
with a sharp needle to the lateral vaginal woand margin, 
whereby the stump of the ligament becomes closely folded ] 
together. If the operator can conveniently apply t] 
last ligatures outside the tube and ovary he does bo, and 
then on the inside of his sutures cuts through the rest of 
the ligament. On the other side the ligature of the broad 
ligament and separation of the ntems is quickly finished J 
ID the same manner. 

The bleeding, which from the first cut genei-ally ceases 1 
as soon as the base of the broad ligament on both s 
has been tied, should now absolutely stop. In order that- 1 
no htemorrhage should arise on separation of the broad I 
ligaments, it is necessary to ligature a small part only I 
each time, and to tie each ligature very firmly. In this | 
way the operation may be made almost a " bloodless '' 

After removal of the uterus the stnnip sutures, as well I 
as the anterior and posterior thread- bundles, are separate* I 
from each other, and each thread-bundle is then tied | 
ronnd with another thread close to the knots. All 
threads are then cut short close up to these circalai 
ligatures. A strip of iodoform gau^e is placed in the ] 
lower part of the abdominal cavity and in the vagina. 

Many authors, and Kaltenbacb especially, recommenSl 
the sntnre of the peritoneal opening.* 

* Diiliri=seLi operates thus, — En. 
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Tlie after-treatment is mostly expectant. The catteter 
is used only when the patient cannot spontuneously pasa 
her water. 

The iodoform ganzo is removed after a few days, the 
ligatnrcs after 14 days. 

In place of ligatures, Richelot and Landau have em- 
ployed clamping of the broad ligaments with forceps, 
which are allowed to remain for from 36 to 48 hours. 
The author has operated many times after this method 
with success, hut is of the opinion that its advantages do 
not outweigh its manifest disadvantages, andheonlyuses 
the clamp when the ligatures cut through of slip off the 
tightly stretched ligament. The author has modified the 
method described above and proceeds as follows : —There 
is no preliminaiy ligature in the vaginal vaults, trans- 
versB anterior incision and opening of the plica, the 
cervix is incised the whole way round, Douglas's pouch 
is opened, the uterus is extracted through the anterior 
fornix, the infundibnlo-pelvic ligament is sutured to the 
vaginal incision and divided, The broad ligaments are 
tied and divided from above down with silk. The peri- 
toneum is closed, and then the vagina is closed by a few 
catgut sutures. 

Difficnltiea may arise in total extirpation. The vagina 
may be senile and contracted, or the nterus may be es- 
cesaively large. In the former case the nterus can be 
made accessible very conveniently through a peiineo- 
vaginal incision, as the author can testify from his own 
experience. In the latter case, where it is diEGcuIt to 
deliver the almost fully liberated uterus through the 
opening of the vaginal vault, the operator has to 
notch the anterior and posterior wound-margins with 
sagittal incisions. In one apposite case the author 
could not remove the uterus until one of the in- 
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cisions had torn widely, as far as the postei- 



A quite big utema may be delivered eaaily, as P. 
Miiller points out, if it is pai-tially or completely sp]it 
from, below upwards. The mantouvre cannot be prac- 
tised wben a foul cancer of the bodyoftbe uterus is present. 

If the uterus be so large that its delivery from its 
sniTOnndings " per yaginani " appears to be impossible, 
then total estirpation by laparotomy (Freund's operation) 
comes into consideration. 

This method has beea recently modiSed so that the 
releasing of the uterus from its attachments is carried 
out partly from the vagina and partly from the abdomen. 

The operation is commenced jnst as in vaginal total 
estirpation. When the utei-us can be di-awn down no 
further, and no higher ligatures can be applied, the 
operator plugs the wound and vagina with iodoform gauze, 
opens the abdomen, ligatures the upper part of the broad 
ligaments, and finally cuts through the anterior and pos- 
terior peritoneal pockets that were filled with gauze, 
Kelly removes the iliac lymph glandfl and moat of the 
broad ligaments at the same time. 

The mortality of total extirpation is steadily decreasing 
from 32 per cent, to 10 or even 5j per cent. (Leopold), 
and 3 per cent. (Kaltenbach) . The average is 5 per cent. 

The mortality naturally varies with the condition of 
patient and of disease. 

On account of this small mortality, the operation 
highly extolled by Von Schi'iider — viz., the removal of the 
cervix after opening the vaginal vault — has apparently 
been universally abandoned in favour of total extirpation. 
Returns of the disease are indeed frequent, and may 
occur many yeai-s after the operation ; as a rule patients 
come too late for the operation. 



SYMPTOMATIC TREATMENT. 



w 

I OF in juries to neig^hbooring organs, vesico- vaginal 

I fistalte are apeoially freqoent ; now and then one meets 

f witli a uretero- vaginal Gstala. 

Symptomatic Treatment. 

If the cai-cinoma be inoperable, we must seek to combat 
the (Hccompanying) putridity, hasmorrhage, and pain. 
The fii-st two Bymptoma are often relieved foi' a long time 
by a thorough curetting or removal of the cancerous 
masses with tbe knife, followed by cauterisation with 
Paqnelin. If tbe hoemorrhage does not cease after this, 
and after douching with ice-water, the bleeding parts 
should be ligatured. According to the advice of Fritscb, 
the gaping wound cavity may be filled with iodoform and 
tannin gauze. This needs to be changed only once or 
twice during the week. Latterly, again, the chloride of 
zinc caustic, which has been so strongly recommended, 
has often given us good results. 

A small bag of gauze is filled with a paste of 4 parts of 
chloride of zinc, S parts of wheat-flour, and 1 part of 
oxide of zinc, and is introduced into the wound cavity, 
after complete scraping off of the cleaned surf acea. This 
is allowed to remain in situ for 6 to 24 hours. The vagina 
is protected from corrosion by wool -tampons, which have 
been smeared with oil or vaseline. This often forms so 
dense a sear that the cancer becomes encapsnled and does 
not progress for some time. 

For the relief of pain, morphia in various forms must 
be administered. 

If the patient cannot have direct local treatment, she 
mast use injections herself. The 1 per cent, solution of 
[ysol is best for this pm-pose, as by its disinfecting power 
it covers the fonl smell of the discharges. Permanganate 
of potash is very good in solution. 
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nf the Body of the Ulerus. 

This appears Mometimea in the form of large nodnlea, 
which invade the whole wall of the atei'iia, sonaetimes aa 
an infilti-afcing en- 
largement or in the 
foi'm of polypoid 
vegotationa of the 
m aco na membrane 
(Fig. 111). 

cnrs mosi frequently 
between the fiftieth 
and sixtieth yeai". 
It ia certainly lees 
* common than cancer 
ot the cervix. 

ThoBymptoma consist in hiemorrhages, prof use watery 
discharge, and pain, as soon as the deeper layers of the 
uterine muscle are aSeuted. 

The diagnoBis of a mal Ignant new growth may be made 
almost with certainty when, after complete cessation of 
menstr nation for upwards of a year, the foregoing symp- 
toms appear. On examination, the snrgeon finds the 
nterns enlarged; with the tinger or sound he recngnisea 
the vegetations, and the cnrette extracts crumbling massea 
which, on microscopical examination, show the structure 
of carcinoma or of malignant adenoma. The latter has the 
extraordinary characteristic that the glands develop very 
tangled skeins, the beginning and ending of which it is 
scarcely possible to recognise. The connective tissue 
quickly disappears. Occasionally the glands show com- 
r formation (0. Rnge). 
treatment han been already described under 



SARCOMA. 

cancer oE tEe cervix. Retui-os of the disease are leas 
frequent in this form. 

OE cases opei-atad on by the author, thi-ee of eight 
years' standing ail remain free from return at the present i 
time. I 

Sarcoma of the ITteras. 

According to Gnsserow, two forma of this disease are 
to be difEeientiated, the one " fibro-Barcoma," ariBing from 
the parenchyma of the uterus (Fig. 115) ; the other, 
" diEEuae sarcoma," springing from the mucous membrane 
(Fig. 116). TTtorine sarcomata are much rarer than the 
carcinomata, and only very seldom start from the cervix, 
where from their appearance they are described as cina- 
tei'ed sarcoma oE the cervix. Pibro-aarconia arises from j 
sarcomatous degeneration of a fibroma. In both forms \ 
are sometimes found signs of transition towards the c 
cinomata — carciuo-sai'coma. They occur moat frequently I 
about the time oE the climacteric. Sarcoma chorii or 1 
deciduoma described by G-ottscbalk occura only in yoi 
persons. It arises after pregnancy, and fairly often after I 
hydatid moles. From i-ecent investigations of Marchand, 
Kossmaun, and C. Huge it is carcinoma of tlieayncytium, 
that is, cancer of the outer layer of the epithelium of the 
villi which arises from the uterine mucosa. 

The sTmptoms of a fibro-sarcoma are at first those of f 
a fibroma. A swelling of this kind which first arises 
the menopause, or grows unusually quickly, op soon 
turnsafterrBmoval(recuiTentfibroid),isalwaya suspicioua 
of sarcoma. The symptoms of diffuse sarcoma are also I 
present, namely, hemorrhage, pain, and sero- sanguineous 
discharge. If, as frequently happens, the cervical canal [ 
be open, the finger may foel directly the sarcomatous ] 
nodules, which crumble on touch, or the soft brain-like I 
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masses of diffuse sarconia. Microscopical examination 
will in snch cnses then establiali the clinical dia^oais. 
If the sarcomatous disease is only beginning, and glands 
are present in the microscopical field, the differential 
diagnotjis between this disease and interstitial cndome- 
is as given by C. Rnf^e may be difficult. 
In snch cases Gasaerow follows the well-grocnded 
practice of thoronghly curetting the nterns. Then, 




eitlier large masses ai-e obtained cnncerning the strncture 
of which the microscopical examination affords clear 
evidence, oi" if only a little is removed, sufficient clinical 
observation of the course of the disease for a shorter or a 
longer period brings certainty as to its nature, and usually 
in the sense that the case is one of simple endometritis. 
Since the sarcoma causes rapidly-gi-owing vegetatiou. 
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dilatation of the uterus and digital examination of its 
interior is to be recommended for these rare and doubtful 
cases. 

The treatment consists in the extirpation of the 
diseased uterus, if possible " per vaginam." As the 
bleeding in sarcoma occurs earlier than in cancer of the 
cervix, the patient sometimes comes early to the surgeon, 
and therefore with less extensive disease, and conse- 
quently the prognosis in relation to the permanency of 
cure after operation is better in these cases than in cancer 
of the cervix. Should metastases be already present, the 
same symptomatic treatment is indicated as was advised 
for carcinoma. 
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DISEASES OF THE OVARIES. 



Hj.mobrhages 1 



HE 



Tkeae mostly affect tlio foil 1 and but seldom the J 
iaterstitial tissues. Small li m hag are common 
into the follicles, and ovnlati o and th f mation of ■ 
typical coi-pns luteum is repln d by bl d ifcravasation^ 
into a perhaps immnture and noa-rupturmg follicle- 
atypical corpus lutcum (Leopold). At times large ex-1 
travasationa take place when injui'ions canse,^ (dai 
cold) act during menstruation. The author ren 
an extravasation of this kind the size of a fist hjM 
laparotomy. 

The differential diagnosis from ova.i'ian tumour ia diffi-] 
cult when the swelling is large, becaaso the signs ai'e t 
same. The sndden onset of paiu and pressure symptoi 
in the pelvis point to hojraorrhage, especially if, shortly 1 
before, one has found the ovary normal. 

The treatment is antiphlogistic, and afterwardo &b- J 
aorptive. If reaolntion tarries and the distress is great^ 
then vaginal laparotomy and igni-punoture, or remoTi 
of the diseased ovary, is indicated. 

Interstitial hemorrhage a occur, as in other parts o 
the body, in severe infectious diseases, and have no im 
portanco compared with the original disease. 

Inflammation of ihe Ovaries (Oopuoritis), 

1. Acute Oophoritis. 

This is subdivided into parenchymatous and interstitial, J 
The 6rst takes place iu acute infectious diseases and fromj 
certain poisons (phosphorus, arsenic) and implicates tin 
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foUicleB, producing cloudy swelling and anbaequenfc dis- 
integration of the cells of the membrana granulosa. If 
the cause continne the follicles necrose and even an 
abscess of the ovary may form, amouorrhcsa and sterility 
follow destruction of the follicles; the second is an inflam- 
mation of the connective tissue of the ovary which passes 
into chronic oophoritis or suppufation. Both foi'ina of 
oophoritis result from gonorrhoaa, infection of wounds, 
tuberculosis, and actinomycosis. 

The various causes of inflammation reach the ovaries 
by the blood stream, the lymphatics by the tubes from 
the utei-ns and by adhesions from the bowels. Langer 
says that by the infection of a ruptured follicle from a 
diseased tnbe abscess of the follicle arises. 

The symptomB which accompany both forms are, as a 
rule, very slight in character considering the gravity of 
the disease; it is only in rare cases that the inSammation 
is confined to the ovaries ; as a rule, it passes to the 
peritoneum and then leads to perimetritis or peritonitis. 
Interstitial oophoritis which goes on to abscess formation 
without the patient succumbing to the accompanying 
peritonitis, exhibits symptoms of severe perimetritis. 
If the abscess opens into the tube we get a tubo-ovarian 
abscess formed. After the patient has got over the ncate 
sepsis, severe pains in the pelvis, occasional febrile 
changes, and very distressing and prostrating general 
weakness are still left behind. 

The examination without anaesthesia is readily mis- 
taken by the beginner for a simple exudation, but the 
expert, even without anoasthesia, can generally make out 
correctly a tumour of the adnesa, which is intimately 
united to the ntems, but can be limited above and from 
the pelvic walls. A history of no delivery having taken 
place, or only years before, is against simple exudation. 
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Simple exudations also baye only a temporary existence. 

They either cause death by extension of the inflammation 
or by heeomirg purulent, or they are entirely or practi- 
cally absoi'bed. An ovarian abscess is differentiated 
from the more chronic pyosalpinx by its rounder form 
and the greater protrusion of the posterior or lateral 
transverse face, from a chronically inflamed ovary by ita 
fiize, which reaches that of a child's head, and fluctnation. 
One can often feel the thickened tube near an ovarian 
abscess since the tube either contains pus or is swollen 
by in 9 am Mat ion. As a consequence of error in diagnosis 
purulent swellings of the adnesa are often treated by 



The diagnoBls may be very difficult when purulent 
perimetritis coexists with a tumour of the adnexa. With 
purulent perimetritis one can feel the posterior vaginal 
vault pushed foi'wards and down under the adnexal 
tumour. If this abscess cavity be opened and exami- 
nation made the adnexal tumour situated higher up can 
he made out distinctly by bimanual examination. A 
suppurating ovarian cyst is the same, but usually the 
tumour is bigger. 

Treatment. — The most conservative treatment 18 
puncture of the ovarian abscess from the vagina. This 
can be done without anrestbesia. Complete destruction 
of the pus sac has been observed after it. Still safer is 
incision of the sac which is adherent to the vagina. 
This also can be done without anoeBthesia : the most pro- 
minent point in the vagina is cut into with scissors and a 
pair of dressing forceps ai'e pushed into the tumour. 
T-his is then washed out and tamponaded with iodoform 
gauze. If pus flows out at once after the vaginal incision, 
examination must be made to see whether there is not 
unotber pus sac above (he abscess cavity ; if there 
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13 it must be opened by the forceps passed along the 

Natiu'allj the chfouic perimetritis, and the generally 
inflamed appendages of the other aide, are not removed 
by this method, but still one obtains as a rale relative 
relief, and the patient can get about again. 

If the condition remains unrelieved oue can undertake 
a radical opei'ation with much less danger, since the pro-- 
bably infectious pus has been removed previously. The 
most radical operation is total vagina! castration of 
Doyen and Landau. I nse it in womea near the 
cliraacterie, and prefer it to the recently recommended 
venti-al total castration on acconnt of the less dangwl 
of infection and the avoidance of a vontrat scar. la ^ 
younger patients and with smaller less adherent tumourfl 
I pei'form anterior kolpocceliotomy. If the tumou: 
larger, and the adhesions laterally or above very fin 
prefer the ventral cceliotomy. All three operations ara, . 
preceded by vaginal incision of the ovarian abscess, B 
days before, when it is adherent to the vagina. 

The advantage of the two last operations is that 
one can often leave a bit of the ovary behind, at least on 
the other aide, and even when the two tubes are diseased 
and are removed, the patient may still menstruate. This 
ia of groat value, since the artifieially brought on cli- 
macteric is often very depressing to the patient, and 
indeed may cause in.sanity. By retaining a bit of the 
ovary, senile shrinking of the genitals is hindered. The 
patient remains physically and psychically a woman. 

2. Chronic Oophoritia. 

This may arise, as already mentioned, fi-om acute;! 
oophoritis. More commonly it is chronic from the f 
and arises in connection with endometritis, endosalpin- | 
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gitis, perimetritis, or from traamatism to the oraries 
lying in Douglas's pouch, with, reti-oflexion of the utera?. 
Chronic oopboritis is often found 'with myoma of the 
oterna. 

Chronic oophoritis is characterised macroscopically by 
enlargement of the ovary. This may reach the size of 
hen's egg. The surface is nneven from projecting ai 
enlarged follicIeB. It ia the enlarged follicles which caase 
the inarease in size — Bmall cystic degeneration of the 
ovary of Hegar. The ovary ia studded all over with 
cysts varying from a pea to a hen's egg in size. They 
mostly contain clear flnid but aometimea blood. Micro- 
icopically Balius says that in these cysts there is found 
grannlar degeneration of the epithelium, the ovulum ia 
degenerated or nowhere to be seen. The connective tissue 
is indorated, the vessel walla thickened, and, according to 
Winternitz, their intima has often undergone hyaline de- 
generation. 

The chief symptom of chronic oophoritis consists in 
continuons severe pain in the hypogastrium. This pain 
increases remarkably if, as commonly happens, the ovary 
prolapses from its weight into Douglas's pouch. The 
ovary is apt to become fixed by adhesions, and to suffer 
direct irritation both in defiecation and cohabitaiion. 

The pains are worse before the onset of menstruation, 
which ia often irregular and profuae (ovarian dysmen- 
orrhcea). Their influence for harm on the general health 
is very marked, so that gradually typical hysteria 



Biagnosia can only be said to be established when it 
haa been possible to get the enlarged ovary between the 
fingers o£ the two hands in bi-mannal examination, and to 
estimate its acute tenderness. The pain on pressure ia 
gr cater than in any other gyn (ecological condition — tha 
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patient slioiiting londlj and writhing with pftin when tfa.8 
ovary is disturbed. As a rule, an ovary ao affected ie 
alao adherent. If the poriraetrific exndation layers are 
very thick, tlie ovaries cannot usually be diatitiguiahed. 

Treatment is directed in t!ie first place against the 
causes of chronic oophoritis. Any endometritis present 
should bo cured. Perimetritic adhesions round the ovaries 
are treated actively, unless they are complicated by col- 
lections of pus in the Fallopian tabes (pyo-salpins). Ip 
the latter case, abdominal section for removal of the 
diseased uteriue appendages is indicated (see below). In 
the first case Thure Brandt's method of treatment by 
massage is decidedly the best. Painful perimetritic 
adhesions are rendered painless by gentle circular mass- 
age — by this means the tenderness of the ovary itself is 
removed — and then these aro gradually separated from 
the ovary, either being peeled off or so stretched that the 
ovaries regain their normal niobility. In many cases by 
freeing the ovaries under aniesthesia (B. S. Schultze), the 
treatment by massage is much shortened. If the ovaries 
of chronic oophoritis are freely movable, massage is of less 
value. The author has had very happy results from 
enei'getio ichthyol treatment as recommended first by 
Freund jun. The author orders four ichthyol* pills per 
diem of 01 gramme (IJ grains), and an ointment of 
ichthyol lanolin and vaseline in equal parts (to be rubbed 
into the hypogastric region morning and night), and 
passes daily or every other day a plog soaked in 30 per 
cent, ichthyol glycerine into the posterior fornix. With 

* In nil psitirul coudltiona of tlio ovary llie IrausUtora can 
thoroughly reoommeod the use of viljurnuci pruniroliam ; 15 roinimB 
ot tliB liquid extract may be givon three times a day. Of all drugs 
BuppoRed to have any iufluence on chronic oophoritis this se 
be the moat relinbla,— J. W. T. 
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this treatment the tintlior has often seen quiuk diminution 
Bud complete disappearance of the paintind tenderness on 
pressure of the ovary. la many caaea a marked diminu- 
tion iti size of the ovary took place, but often the old com- 
plaint returned again after months. At any rate the 
author considers the ichthyol treatment to be more prac- 
tical than hot douches, wet packs, warm hip and body 
batha, painting with iodine, and electricity, agents which 
are often nsed against chronic oophoritis. If the treat- 
ment by this method has had no success, or the complaint 
recurs fi-eqaentiy, estirpation of the diseased appendages 
may be advised when the patient is sick of further symp- 
tomatic cures, and her employment and means are severely 
hampered. 

For this purpose np to now laparotomy was performed, 
but many new troubles were thus raised (p. 59). The 
author has in the last years carried out vaginal instead of 
ventral lapai-otomy in many cases for the extirpation of 
a diseased ovary. The otbor less diseased ovary was 
igni-punctui-ed — that is, the visible cysts were opened 
with Paqaelin's cautery. The results wei'e very good, the 
ovary left behind diminished in a striking manner, lost 
its tenderness and retained its function as the repeated 
ocenrrence of normal pregnancy showed. In a ease of 
uncontrollable hinmori'hage caused by cystic degeneration 
of both ovaries until they were egg-size the author re- 
sected both ovaries through vaginal coeliotomy, leaving' 
small bits of each ; menstruation became normal. 

Battey, who with Hegar introduced " castration of the 
female," removed the ovaries through the poach of 
Douglas in his earlier cases. This way is iuadvi.sable, and 
is better avoided. The extirpation of the ovaries is often 
not to be accomplished in this way, and posterior peri- 
metritic adhesions arise through the opening up of the 
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I pouch of Douglas, wKicli may canse great distreus. There 

I has been much abuse of true castration, in the last two 

I years, by the removal of aouud ovaries. This is indicated , 

only in the following case 

1. For certain malformations of the genital orgaaflJ 
(p. 100). 

2. Formyomata (p. iat). 

3. For osteomalacia. 
According to Fehling castration in osteomalacia indnceBl 

cure of the bone disease. This should only be perform.ec[ I 
when treatment with phosphorus has pi-oved of no avail. \ 
The latter can in some cases cure osteomalacia, and the I 
treatment consists in the aduiiuistratioa for months of a I 
teaspoonfnl daily of 003 of phosphorus to 100 pai-ts o£| 
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The New Gtrowthb of the OviRiBa. 
Cystic New Growths. 

1. Hydraps follicuH is an enlargement of the ovaries, 
om the formation of much fluid within 

s follicles which do not bui-st, but have lost their 
epithelium. Bursting is prevented by the perimetritic 
exudation layers which cover the ovary. It may reach 
the size of a child's head. 

2. All large unilocular cysts of the ovary, which t 
tain no epithelium, are described after Nagel as cysts oCI 
the corpus lutcum. In I and 2 we have to do not v 
true new growths but with retention cysta caused hyM 
chronic oophoritis. 

3. The simple serous cyst. Pfanuenstiel means by this 
term those caaes, formerly included under Hydrops 
Folliculi, of cysts arising from follicles which I'otain 
their epithelium. The latter increases continually and 
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by the eecpetion of the cells tamonra of unlimited size 
are produced which, generally remain unilocular. The 
contents ace purely serous. On the interior one often 
finds a few papillary warty growths. However, glan- 
dnlar growths are wanting in their walla and hence these 
growths are anatomically benign. They prodace only 
mechanical diatarbflnces. 

4. The cyatomata are, according to Waldeyer, trne new 
growths from the germinal opithelinm. Nagel has found 
that offshoots and ingi-owths of the germinal epithelii 
are caused by chronic oophoritis, and views these wi 
Gasserow aa the first stages of cystomata. Closely placed 
oysts (cystoma prolifernm glandulare — Waldeyer) arise 
from epithelial sprouts which spread downwards, soften 
in the middle, and coatinnally send ont new branches. 

These cyata are all lined with epithelium, and have 
thin fluid, of a yellowish tint (cystadenoma sei'osum of 
Pfanncnatiel). In similar manner there arises cystade- 
noma pseudomncinosum of Pfanneiistiel ; its contents are 
tough and jelly-like, of white or black coloar. It does 
not coagulate, and consists of psendomncin which is 
HBCreted hy the epithelium of the swelling. By the 
continuous growth of these swellinga, tumours of 50- 
kilos (110 Iba.) and over may arise. By rupture of the 
interstitial walls at a later stage, the greater number of 
the cyata fuse into one main cyst. Cysta often burst into 
the peritoneum., and in this way with increased passage of 
urine there may follow a temporary diminution of the 
swelling, but with hystadenoma pseudoraacinosum it is 
apt to cause marked peritoneal irritation (pseudo- 
myxoma peritonei,* — Werth), or even true peritonitis. 
If the connective tissue of the wall gets thick and nn- 
yielding, then papillte bearing epithelium may be formed 
■ Olsbau^en snys tlib is metostSitii.' new growtli. 
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I on the inner surface of the cfst (cystoma proliferam 

papillare, • — Waldejer). These papillie often contain 
pBammomatons bodies, thoy quickly break through the 
I oysfc walla, and produce metaataBes on the peritonenm as 

1 well as ascites. From this point they are malignant. 

' They reach no large size, and are characterised by their 

1 donble-sided position and intra-ligamentary growth (Ole- 

; hausen, Fig. 117). 




5. The dermoids arise like the ovarian teratomata ac- 
cording to Pfannecstiel in a parthenogenetic way from 
the ovum of the primordial follicle. 

Dermoid cysta of the ovary grow to a man's head in 
size. The apparently fixed ovarian cysts in children or 
young people are mostly dermoids. They often perforate 
into the bladder and the rectnm. Their growth is slow. 

Mixed BwellingH of these four forma occur be well as 
canceroQH degeneration of cysta and dermoids. Both of 
the Freunds and Fritsch have discovered fixed laws for 
the direction of growth of ovarian tumours. According 
to W. A. Frennd, an ovarian tumour grows between the 
• This h also due to primary excessive growth of the epithelium, 
according to PtanneuBliel. 



:235 A MANUAL OF GYNECOLOGICAL PRACTICE. 

layers of the broad ligament and becomes intra-ligamcn- 
taryif theovarylHyoriginaliy with its base between the 
layers of the ligaToent — and accordijig to Fritsch and H. 
W. Freuiid, a pedunculated ovarian tumour first falls into 
the poudi of Donglaa from gravity, but aa soon as the 
tumour, aa a reault of its size, rises out of the pelvia, it 
falls forwarda owing to gravity again. The structures 
forming the pedicle — ligaroentani ovarii, tabc, and broad 
ligament — as well aa the uterus come to lie in this way 
behind the tumoiu'. According to H. W. Frennd sym- 
ptomlesa twisting of tho pedicle to 90° arises from this 
■change of poaition. This, when very marked,* leads to 
noticeable bleeding into the cyst, to severe symptoms of 
peritonitis, and indirectly also to decomposition of the 
tumour. The latter is caused by unclean tapping or, 
according to Olshausen, by the constantly formed bowel 
adhesions ^¥hich exist in high degrees of pedicle torsion. 
As a, result of these adhesions ileus may occui' in cases of 
pedicle twisting. If the patient gets over the tvristing 
of the pedicle, and no very lai'ge voasela are formed in the 
adhesions, a alirinking of the tumour ensues, and there* 
with a kind of spontaneous cure. The original pedicle 
may be entu-ely twisted off. Adhesions to the bovrels 
arise only iis a result of severe peritonitis in connection 
with the torsion of the pedicle or I'upture, bnt adhesions 
to the anterior ahdominal wall, and to the omentum, take 



* Murked twisting of the peiiole nith uamaroui turns oasur from 
the peristaltio aotiou of the bowela, Bcsurdin^ to OUhAuneu &nil 
KHstner. [It is ittributed to the phases of distenglou of the lugs 
iateatine, the sigmoid flexure cspeaiaUj, beooe the riitationifl tnun 
left tA right, and is DomiDouer on the lefl aide.] The puerperium 
speciiiUj predisposes to dunj^rous torsion owing to Bluckaess of 
the abdominal walls and eonptjing of tho uterus, so do a long 
pedicle and roundiiesa of tumour us seen in dermoida. 
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place witli very large tnmonrs without Bymptoms as a 
consequence of the loss of snrface epithelinm from 
, mechanical abrasion. 

Symptoms. — Small tumours which lie in Douglas's 
pouch often cause severe urinary diaovdera and obstruc- 
tion of the bowel. Those troubles disappear jnst as in 
pi-egnaucy when the tumour rises oat of the pelvis. If 




the small tumours are fixed, the Bymptoius of perimetritis 
become prominent. Profuse menstruation occurs espe- 
cially in intra-lignmentary (nmonrs, as a symptom of en- 
gorgement. Amenorrhcea, when pregnancy is excluded, 
occurs in very debilitated patients, or when double-sided 
or malignant tumours are present. When the tumour 
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passes the size of a pregnftnt uterus it causes preaaare on 
the stomach and bowels, from which nutrition euEFei^. 
Upward presaure on tha lungs leads to difficulties in 
treaf.bing. These disturbances of digestion, respiration, 
and circulation can gradually lead io death bj causing 
marasmus, and this usually in about three j-ears from the 
onset of the first symptom (Olsbauaen). In other cases 
death follows as the result of peritonitis (caused by 
rnpture or twisting of the pedicle), or by malignatifc 
degeneration of the swelling, or bj eupparation* of the 
cyst, or as a result o£ ileus brought on by twisting of 
the pedicle. 

Diagnosis. — An ovarian tumour is usually a round 
movable swelling which is united with the uterus by a 
larger or shorter peduncle (Fig. 119). It is necessary to 
■establish two points for the diagnosis : first, that one baa 
to do with a circumscribed and not a simple diffuse 
swelling ; and secondly, that this swelling is united to the 
uterine cornu by a peduncle. The free movement of a 
small ovarian tumour independently of the nterna ia often 
best ganged by the fact that such a tumour lying behind 
the uterus can be pushed upwards into the false pelvis, the 
presence of a pedicle is proved in difficult cases by drawing 
down the nterna with volsella after Hegar's method, and 
then examining per rectum the lateral angles of the nterna 
op to the fundus, or, after B. S. Schultze's method, an 
assistant pushes the tumour aa high as possible from out- 
side during examination. The combination of these two 
methods is often advisable. 

The diagnosis is only difficult ia cases of smaller oTarian 

• A case was "seen by Werth in a, darmoid 8 months ftttar 

typhua. The pus contained tjphu8 baoilli in pure culture. There 

was no adhesion to the bowel, nhich Is such a. fruitful CAUse of aup- 

pumtion in ovarian cyetj<. 
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s whicliare adherent in the fcrne pelvis owing to peri- 
metritic actiou, or are iocarcei'ated, or Lave developed 
between the folds of the broad ligament (Fig. 104). In 
tlie first two conditions the differential diagnosis has to 
bo made from perimetritic exudation, liiematocele, extra- 
uterine pregnancy, retroflexion of the gravid uterus, incar- 
cerated or ingrown myoma ; and in the latter case, from 
parametriticexudation, hematoma, htematometralateraliB, 
tumours of the tubes, intra-ligamentary myoma and par- 
ovarian cysts. Tho phjaical signs can be, as is seen in 
the consequent laparotomy, quite correctly made out, but 
the interpretation of them is often erroneous. As soon 
na an ovarian cyst rises into the false pelvis it can be 
grasped from outside, if the parietea be not too tense, 
like the pregnant iiterns, and can be felt aa an elastic or 
llactuating swelling, which is limited at the sides and 
above, and projects out of the pelvis. When the parietea 
are more tense, those boundaries can be fonml by per- 
cussion. This gives a tympanitic note over a zone at the 
upper Jimit of the tumour and in the flanks, even in 
colossal tumours, which reach to the bordew of the ribs. 
By this means one can diBtiaguish ovarian tumours from 
hiraple ascites, and also from large liver and splenic swell- 
ings, for these latter, apart from their moving np and 
down in respiration with the diaphragm, give a zone of 
tympanitic resonance between their lower margin and the 
symphysis pubis. 

From renal tumours an ovarian cyst is, as a rule, dis- 
tinguished by the fact that in the former the colon is in 
front, while in the latter it lies behind the tumours. The 
following have been mistaken for ovarian tumours :— The 
distended bladder, faecal accumnlations, tympanites and 
phantom tumours, fibro-myoniata, especially those of a 
cyaticnature,pregnancy, retro- peritoneal swellings (malig- 
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nant growths, hydatids, lymphatic and pancreatic cjsta). 
tamours of the omentnm and mesentery, encysted hydrops 
peritonei, free hydatids of the peritoneum, and dermoids 
of the abdominal vcall. Some of these erroneous dia^oses 
have very little importance nowadays, since one removes 
other tumoura as well as ovarian cysts by laparotomy, or 
obtains permanent relief by the exploratory inciBion, as 
in tnbercnlar peritonitis and ascites of unknown origin. 

Tapping, which played such a leading part in doubtful 
cases formerly, is entirely discarded. If it is not done 
with the most stringent antiseptic precautions the t.nmonr 
may suppurate. The foi-mation of adhesions is un- 
avoidable, and thus sabsequent opei'ation is rendered 
more diffietilt and the prognosis less favourable, and in 
malignant tnmoars the spread of the maligrant growths 
on the peritoneum is rendered possible by the tapping, or 
fatal peritonitis is set up by the escape of infectioun 
contents (as in dermoids or suppurating cysts). When, 
therefore, in spite of full examination and observation of 
a case of abdominal tnmour, the diagnosis remains un- 
decided, one shonld make an exploratoiy incision w 
every precaution as for ovariotomy, and be prepared, 
according to the tnm of events, either to extirpate the 
tumour or to close the peritoneal cavity again. 

The diagnosis of twisting of the pedicle or rupture of 
an ovarian tnmonr is rendered veiy probable by the peri- 
touitic symptoms (fever, distension and tenderness of the 
belly, vomiting, etc.) ; similarly in malignant degenera- 
tion by the quick j^'owth, ascites, and cachesia. 

The procedure of esBminalion in enlargement of the 
abdomen consists first in emptying the bladder vith a 
good male catheter, then the kind of distension of the 
abdomen is established by inspection, whether the abdo- 
men is putihed forward like a ball in the middle line 
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(ovarian tomoTir), or is flattened in tlie middle and Bangs 
over at the sides (ascites), or 'whether one side is pushed 
forward more than the other. Measurements are taken 
of the circumference of the belly and the distance between 
the symphysis pubis and the xiphoid cartilage. A glance 
at the general condition will cow inform us as to emacia- 
tion, cachectic appearance, oedema, or dyspnoea. If the 
examination ia carried ont under ancestheaia, a cai'efal 
investigation of the condition of the heart and lungs 
should be previously made. The anesthesia not only 
renders a complete examination easier, but also has 
a direct diagnostic valne, because the abdominal 
enlargement produced by tympanites or phantom 
tumours disappears under its use. Palpation follows 
inspection. 

By means of this one can determine the limits, and 
thus the shape and origin, of a tumour with greater cer- 
tainty, unless the walls are too tense (ansesthesia), or the 
tumour is so large that it fills up the entire abdominal 
cavity. Palpation will also determine the mobility, the 
consistence (flcctuation), and the tenderness of a tumour. 
Where palpation fails, percussion will often sncceed (see 
p. 238). Percussion should be performed with the patient 
both in the dorsal and the lateral positions, for in this way 
a change of tone is found in ascites, since the highest part 
of tbe abdomen for the time being is tympanitic. The 
nterus is then esamined per vaginain and bt-mauually. 
This is often possible only by the aid of the special 
methods before described, and thus its position, size, 
nhape, and mobility are established. Then one determines 
whether a tumour ia to be felt anywhere in the pelvis, 
whether this is identical with the one felt from above, and 
what the relation of the tumour is to the uterus — that is, 
whether it is united to the uterus by a pedicle (broad or 
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narrow, long or short), and whether it moves free of thi 
afcerus or only with the latter. 

The prognosiB of a true ovarian cyst is very gr&vt 
It leads certainly to death in one of the various way 
already descriljed. 

The treatment consists in extirpation of the tumoar 
by cceliotomy- ovariotomy. There is only one contra- 
indication — namely, when the patient suffers from othi 
affections which would certainly cause death in a litt 
time (as advanced phthisis). Age is bo contraindication. 
Symptomatic ti-eatment— the most important of wLioli ig 
tapping— can only ho justified when the patient refuses 
operation. The opei-fttion should be undertaken at i 
as soon as the tumour is diagnosed with certainty. By 
this rule now and then a simple cyst of the corpus luteum 
or a hydrops foUiculi will be opei'ated upon unnecessai-ily, 
but even this is better than allowing an originally beniga 
ovarian tumour, as a result of too long delay, to become 
malignant, or to form adhesions, or to rupture, or become 
twisted. 

Moreover, small ovarian tnmonrs can be comfortably 
removed by vaginal cceliotomy (p. 61). The largest 
cyst removed by the author in this way held 18 pints of 
ffnid. The mortality of ovariotomy ia only about 5 per 
cent, at the present day, and will go down still fnrther 
by the more extended practice of early opei'ation and of 
vaginal ovariotomy. (For the description of ovariotomy, 
seepage 51). 

Solid New Growths of the Ovary. 

To these belong Hbroma, sarcoma, papilloma and 1 
primary carcinoma (the two latter belong histogenetically J 
to the epithelial new growths already described, the | 
papillomata arise from the germ epithelium, the latter | 
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from the germ or the follicular epitheliam. They are, 
therefore, often of a cystic natnre, even if this be on a 
microscopic scale, and they often arise on ovarian cysts 
and snperficial papilloniata). They form only 1"5 per 
cent, of all ovarian tumoars, and are all malignant. For 
flven fibromata, according to Strata, have sarcomatona 
portions, Theclinicaldifforentiatioiiof these tumours from 
ovarian dcrmoida and pedunculated subserous myomataie 
very difficnlt. The maliguant tnmours grow quickly — 




the follicleB are destroyed very eai-Iy^but they do not 
nearly reach the size of eystomata, and they retain the 
original shape of the ovary. They cause marked ascites, 
and are often double-sided. Not infrequently the tumour 
cannot be fully extii^ated in these cases. In such cases 
most operators decline any interference after they have 
once learned the position of things from an exploratory 
incision. Papilloma is distinguished fi'om the cystoma 
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proliferiun papi'llare in that papillffl arise primarily from 
the surface of the ovary (Fig. 120). The first caae of 
this tind was described bj Eberth and Guss 



Parovarian Cysts. 

Both in their clinical and therapentical relatioDship 
these cyatB belong to the oyarian tumonrs, since they are 
often taken for ovarian cysta, and also because the best 
treatment conBiata in their extirpation. They arise from 
the tubules of the parovarium, aod are lined with ciliated 
epithelinm. They have limpid contents of very low 
sp. gr. (1002-1006), but cysts do occur which by their 
c ontents and their rapid growth approach closely to those 
of the ovary. Whether these really always ariae from 
parovarium alone is still questionable. Parovarian cysts 
may be cured by tapping, bnt return is frequent. Tliey 
may become as hiQ: as ovarian cysts, and mah'gnant 
degeneration has been observed in them. For this 
reason laparotomy is recommended at once on the 
diagnosis of a parovarian cyst. 

The diagnosia ia baaed on their intra-iigamentwy 
position, and the nncommoniy marked fluctaation which 
they exhibit. Anatomically these cyata are peculiar, in 
that they can be easily shelled out of the broad ligament 
and then extirpated, whilst the tubes and ovaries are left 
behind. A kind. of pedicle is often formed out of the 
broad ligament, which can be simply ligatured as in 
ovarian cysts. 



DISEASES OP THE UTERINE APPBBTDAaES. 

Diseases of the Fallopian Tubes. 

Hfemato-salpiiix. 

HiiMATO-SALfiNX arises in genital atresia from refcontion 
of tho collected blood (p. 95), aim) fi-om fcoiyioo or 
unskilful massage of a diasj,5cd tuba. H-Baiato-aiilpins. 
ia caused most connaonly by tubal preguanoy. As a 
result of death of tlio Eostus, blood eEEu^ion into the metn- 
braiies takes place, the placeutal site becomes separated, ( 
and blood escapes iuto the free lumen of tho tube. 
t!ie ostium abdoraiuale is now glued up or Mtenoaed, tha 
blood collects iu the tube and may finally lead to rupture 
of the tube. Iu other cases it may be gradaaily inspis- 
sated and absorbed. 

The symptoms of hfemato-aalpiux from genital atcesiw ] 
are put iu the background by distension of the uteruB 
with tha collected blood. This is also the case in both 
the other forms. 

The haBmato-salpinx of tubal pregnancy is characterised 
by symptoms of the latter. After menstraation has , 
ceased once or twice, and prosumpbive signs oE preg- j 
nancy have been present, smart colicky attacks oE pai 
come on, and with these long-continued metrorrhagia 
often appears. On examination a loagiah, re tort- shaped, 
hard, tender tamour is found passing laterally from tho 
uterine horn and hardly movable. 

The prognosis o£ hajmato-salpinx is generally favour- 
able, since absorption is the rule. But the Qonstitution 1 
may suffer badly from the iioBmorrhage, which often | 
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contiBues in spite of everything, aad the pains which 
are cauaed hy e. Becondary adhesive perisulpingitia. 
Kupture of the tube leads to fatal bleeding or to peri- 
tonitis. 

Treatment is antiphlogistic at first, then absorptive. 
Ergot or hydrastis ia given for the bleeding, which is 
especially common with tumours of the adnexsi, and 
which ifi canaed by venous obstruction or reflex action. 

S alp ingoec torn y by the vaginal laparotomy of tb&J 
author is only indicated if absorption takes montha^f 




.._._._. _ ^. tiireatthe rigbt liora ot the 

« BCrlFS ol IlgnturDS ure auvlled upou the broad HgnnieTit. The tDbeind 
oruy may now ba removed since (heir bJgod veiBeli »re all tied off. 

and troubles of such a kind arise from the tumotip that 
the patient's enjoyment of life and occupation appear 
gravely limited, and she desirea a rapid cure. 

With symptoniB of iiLterual hienioiThage endangering 
life, laparotomy must be performed at once, and, accord- 
ing to Wydor's proposal, a subcutaneous infusion of 
normal saline should he given just before operation. 
The author has removed the gravid tube per vagiuam 
(Fig. 121) 18 times with one death, 21 times by ventral 
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laparotomy with three deaths, and three times by vaginal 
extirpation of the uterus and adnexa. 

Salpingitis. 

This is usually caused by infection, and indeed, as a rule, 
by extension of an inflammatory process from the uterus 
to the tabe. Streptococci, staphylococci, gonococci, 
tubercle bacilli, and the ray fungus have been found as 
causes of the inflammation. Salpingitis most commonly 
follows puerperal diseases and gonorrhoea, which is con- 
d acted either by way of the mucous membrane or the 
lymphatics. Hegar says that tuberculosis of the tubes 
may be a primary disease. According to Orthmann, 
salpingitis is divided into catarrhal and purulent. In 
the first the epithelium may be preserved, but the mucous 
membrane shows small-celled infiltration, which may 
invade the wall of the tube itself, and in this way, as 
also by later connective-tissue formation, the wall of the 
tube becomes thickened. The thickening of the wall of 
the tube may also, as Kaltenbach has shown, take place 
from mascular hypertrophy. Unless the discharges can 
escape they form hydro-salpinx. Purulent salpingitis 
under the same conditions leads to pyo-salpinx. In this 
way the epithelium of the tube is always destroyed, and 
the small-celled infiltration and the purulent softening 
implicates the tube wall. Through the escape of 
catarrhal secretion or pus into the peritoneal cavity 
fatal peritonitis* occasionally may occur, more fre- 
qaently perimetritic adhesions between the ostium of 
the tube and the ovary, or gluing together of the peri- 
toneal surfaces of the fimbrieD takes place, and thus the 
ostium abdominale of the tube becomes occluded. The 

* According to Wertheim gonococci can excite a typical perito- 
nitis without the aid of other bacteria or mixed infection. 
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secretion of the tube now gathers near the ocelnsion andg 
a swelling forma, which grows gradually larger, and 
tinually gets nearer the uterine ostium of the tube, n 
other perimetritic bands and cords have compressed thc^ 
tube io its course. lu this way the gathered eatarrhi 
secretion may finally escape (Hydrops tubre profluenajj 
it is possible even in pyo-aalpinx that this may take plat 
and a spunttineous cure result. 

Symptoms.— The whole character of the 
salpingitis is governed by the coexistent perimetritis ; 
long as this is still absent there may be pains, but thei 
are easily explained by the uterine inflammation, 
can first lay part of tiie belly symptoms to the accoant e 
salpingitis, when on bi-manual examination the tnbes art 
felt aa thickened tender cords, which spring high npfroiJ 
the uterine cornna and end free in the pelvis laterally 
or posteriorly — not aa peri- or parametritic tibrotH 
bands going straight into the pelvic wall — and whei 
no peri- salpingitis or peri-oophoritia or oophoritis 1 
be made out. As soon as limited peritoneal inflamJ 
matioa sets in we get severe and often cramping paini 
which increase marliedly dui-ing the periods, 'whem 
menstruation is profuse, also on cohabitation, defeei 
tion and exertion, and may be accompanied by fevepJ 
On examination those signs are found which estabUsltl 
the diagnosis of "tubal sac." Frequently, on both side^ 
long smooth sausage or retort-shaped tumoui's are fel^ 
which, arising by a slender stalk from the fundus ateri^ 
terminate in thick clubbed swellings. Those often extendi 
backwards into the pouch of Douglas, and are fixed thers 
(see Fig. 122). On each tumour itself depressions anj,! 
elevations can be felt, and intimately united with it iht 
ovary. The tumour is nearly as sensitive to p 
a chronically inflamed ovary ; it possesses a very limitedl 
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mobility, in which tUe uterus joins. Exceptionally tubal | 
sacs may be ao large that they partake of all the characters I 
of an intra-ligamentary ovarian cyet, and escite sei 
pressure Bymptoms. With tuberculosis the troubles from | 
the diseased tnbes m.fiy be very alight. In one case t 
author found merely the characteristic tuba! tumour and 
Home iiregular heemoiTliage which was stopped by 
cni'etting. Pain was entirely absent. Hereditary troubles 
and night sweats coming on afterwards, enabled the diag- 
nosis of tuberculosis to be made instead of the first one 
of pyo-salpiox, and this was confirmed by the lapai'otomy. 
The patient is progressing well, four years afterwards. 

Frognoais. — Simple salpingitis is nnfavourable, sin 
bydro- or pyo-sa!pins occurs so freqnently. These form I 
an unceasing source of porimetntic inflammations, which 1 
undermine the general wellbeing of the patient and her I 
capacity for work. By bnrsting of the pyo-salpinx a fatal I 
peritonitis cau undoubtedly be caused, or by opening into 
neighbouring organs exhausting suppuration may be set 
up. Sterility is generally present in double-sided disease, 
and always in double tnbal occlusion. Some think the \ 
latter canses ectopic gestation. 

Treatmeiit consists in absolute rest in bed during the I 
lirst stage of the disease in simple salpingitis, with which I 
gonorrhcealkolpitisand endometritis are nsQallyaBsociatad. I 
To ensui'o the escape of the discharge, vaginal douches | 
and uterine douches are used. Warm wet packs and hatha 
ai'e further suitable additions to treatment. Even in 
pyo-salpinx a marked lessening or even a complete dis- 
appearance of pain may be obtained by i-est in 1 
interdiction of coitus, and the use of wet packs and J 
baths, and above al! by the iL'hthyoI treatment (p. 231), T 
so that hospital patients consider themselves cured after 1 
a brief stay in hospital. As soon, however, as they 1 
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resume their usual occupations, tLe old trouble is back 
in all its Forco, In working women the only sure treat- 
ment for pyo-aalpinx is extirpation of the ateriii» 1 
appendages. 

Those patients, however, who are in a position to ti 
their eftse during the whole course of the disease, to r 
in bed, and to visit baths, etc., often pass a. painful e 
ence, and may in the end become cured by the inspissatioi 
or discharge of the pus into the oterns. 

In milder cases, where we have to deal with 
salpingitis without closure of the tube, where most likel/fl 
there is still somo chronic oophoritis and circumscribi 
adhesive peritonitis, the conditions for recovery are moi 
favourable. The troublca commonly quite disappeai 
with ichthyol treatment, massage, or i-emoval of tla 
endometritis. The latter must be preceded by carefafl 
antiseptic uterine douching. If this is borne v 
may :pass to caustics, and then to curetting, but oaeJ 
should be on the alert for an exacerbation of the inflan 
mation. 

With pyo-salpinx the local treatment of the nteras £ 
strongly contra-indicated, since if the uterus is drag^d 
down the sac may burst and cause fatal peritonitis. Here 
only immediate laparotomy can save the patient. Early 
laparotomy is indicated in taberculosis of the tube. 

The difficulty of salpingo-oophorectomy lies ii 
presence of perimetritic adhesions fixing the tube ; thq 
danger is that of bursting of the sao. The latter i 
generally unavoidable, because the same perimetriti 
adhesions which fix the tube also help to keep it closoc 
When the adhesion ie freed the closnre of the ostini 
also braken down, or pus sacs are opened which hav^ 
arisen by escape of pus from the tube and suh 
encapsulation of the pus. As Guaserow has shown, thf 
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pus in many old cases (over 1 year) becomes non-infec- 
tious, but this is not to be depended upon with certainty. 

The attention of the assistant must be always directed 
to the bursting of the sac in salpingotomy, so that he 
may at once sponge up all the pus if possible. 

In such cases, and especially with larger tumours, it 
may be good to aspirate the pus after Winter's suggestion,^ 
and to inject an antiseptic solution into the emptied sac. 
In cases where there are encapsulated collections of pu& 
together with the pyo-salpinx, or when the pyo-salpinx 
has already opened into the bowel, the author use» 
drainage into the vagina with iodoform gauze. A pair 
of dressing forceps are thrust from Douglas's pooch into 
the posterior fornix, and the retro-uterine space is tampo- 
naded from above. 

By suturing together the infundibulo-pelvic ligaments 
and the rectum to the uterus, the pelvic cavity may be 
cut off entirely from the abdominal cavity. The strips 
are removed in three to seven days through the vagina. 
The author has entirely given up drainage through the 
abdominal wound. Abscesses of the abdominal wall 
easily arise from this, and the author has had a case of 
ileus which was luckily cured by reopening, also a parietal 
fistula which finally penetrated the bowel, and was only 
cured after many operations, including a resection of the 
bowel. 

Even after successful salpingo-oophorectomy troubles 
often remain, such as abdominal and sacral pain, pain on 
defsBcation and cohabitation : these depend upon tender- 
ness of the stump scar left in the ligament by the 
operation. These scars remain tender, as long as any 
endometritis is present, even when any infectious germs 
in the tube stumps have been destroyed with Paquelin's 
cautery. In order to cure the endometritis, the author 
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has oombined cnrettiag with the laparotomy in the lad 
few years, bat even then CB-astie applications have to 1 
m&de for montha in many cases ou account of the loiif 
duration of these troubles. lu a case thus treated a freabil 
gonorrhojal attack cauie ou ayearaftev the full recoveryJ 

■ and led to symptoms of peritoneal irritation. 

These considerations have caused Fcan to remove thi 
diseased uterus, the trae causa peccans, per vaginam (caS 
ti-atio uteriua); Segond has added the removal of the" 
diseased aduexa with the uterus. The latter method has 
found a warm supporter in Landau for cases of complicated 
pelvic suppuration. The author has also used this method 
iu many eases where the patient dreaded laparotomy, and 
he can only eay that with successful extirpation the 
patient is at once cured. But the vaginal prouedare, 
when it includes removal of the uterus, is more severe — 
the author fears especially embolism as a result of throm- 
bosis in the uterine plexus of veins — and it must happen 
in odd cases, as it did to the author, ihat after vaginal 
extii-pation of the uterus one has to do laparotomy in 
order to get the adnexa away. ^^ 

Vaginal salpingo-oophoTeclomy may be considered as ^^| 
new method of removing diseased tubes. The authg^^l 
has used it with success often with pyo-salpinx. Th<^H 
patients are able to leave the clinic on the ninth day. 
The technique of salpingo-oophorectomy resembles that of 
castration (pp. 48, 227). If the ovaries ai-e I'elativelj^^ 
.'tound, one should leave them, or at any rate a portion a^^| 
them behind, in order to retain the sexual character aa^^| 
menstruation of the patient. ^^| 

In resectioii of the ovaries, (irst described by Schroder, 
one can either suture up the ovary itself after incision, 
or, as iu salpingo-oophorectomy, the whole broad liga- 
I^J^ mont from the liorn of the uterus to the infundibulo^H 
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pelvic ligament may be tied so as not to carry the line of 
separation throngh the mesovarium, but through the 
ovary itself. This conservative surgery, of late much used 
by A. Martin, has been extended to the tubes themselves 
by A. Martin, Skufcsch, and Polk, by making a hole in the 
side of the tube in hydro-salpinx and stitching all round 
it (salpingostomy). 

A. Martin has seen normal pregnancy after salping- 
ostomy. The author has performed the operation many 
times, and twice by vaginal laparotomy, but has not seen 
pregnancy after it. More severe operations may be avoided 
by vaginal puncture of tubal sacs or incisions after 
Landau's method ; these methods are indicated when the 
sac lies directly on the vaginal wall. 

New Growths of the Fallopian Tubes. 

These arise very rarely. Carcinoma and sarcoma are 
the only new growths which develop within the tube, and 
transform the tube itself into a tumour. . These swellings 
mostly arise from primary ovarian cancer or sarcoma, and 
in the tube are secondary growths. Yet of late many 
primary growths of this kind have been described which 
were obtained by salpingectomy (Gottschalk, Senger, 
Doran, Kaltenbach, Ortmann). 

Perimetritis or Pelvic Peritonitis. 

Perimetritis is the term applied to inflammation of that 
part of the peritoneum which covers the pelvic organs. 
All authors agree in distinguishing an infectious and a 
non-infectious form of perimetritis. The infectious form 
of perimetritis is caused by septic or gonorrhceal infection. 
Septic infection is produced by wounds, and thus ariseR 
spontaneously in labour, and in addition to the puerperium 
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from aarg;ical interference, while gonoiThceal infection 
uaiially ariaea from coitus with a raan suEFerin^ from 
gleet, whose gonorrhcea haa perhttps been for many yeai's 
IB a chronic form.* The inflammatiou spreads cither hy 
the macous membrane or through the lymphatics to the 
pelvic peritoneum. Since gonorrhcea Bparea no section ojE 
the genital tract, we find it is the chief cause of pi 
metritia, which is the moat wearisome and the 
difficult to treat of all gyn (ecological diseases. As tl 
nombei' oE men snfEering from gonorrhoea ia very great, 
the corresponding gonorrhoaal perimetritis in 'women ia a 
very common disease. 

Noegeratb deserves the credit of having pointed oat the 
importance of latent gonon'iioea in the male as the cause 
of grave gynecological disease. As a rule the beginning 
of the disease, which is finally seen by the gyutecologist in 
the form of perimetritis, can he ti'aced back in married 
women to early married life, when the diaease commenced 
with bladder trouble-s and great diacharge ; this gradi 
led on to the involvement of the whole genital tract, 
finally to permanent invalidism and sterility. 

In one-third of barren marriages the man is to bli 
for the sterility (Kelirer). 

The cause of all the infiammatory diseases which aril 
from gonorrhcea is not simply the gonococcns, bat, 
Bumm haa shown, other cocci for which the gonooocoi 
paves the way for entrance and multiplication (i 
Infection). Tet gonococci alone can set ap typical pen-- 
ton it is according to Werthoim. The cause 
perimetritis is the streptococcus pyogenes. 

Septic perimetritia differs from septic peritonitis 

■ [Pyo-salpinx is found occaaionally in intaut virgios. This may 
be due to ud old ganorrhoei BC>]uired in childhood by acoideatal 
uoDtict with jfoiiorrb<eal discharge. — J. W. T.] 
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that it is localised by the gluing together of the bowels 
covering in the pelvis. Hence, on section, one finds the 
pouch of Douglas closed in by the coheesed loops of 
bowel. In the space thus formed a fluid exudation is 
found which may be serous, fibrinous, purulent, or foul 
in character. The serous or fibrinous exudation may 
become inspissated and finally absorbed, or lead to ad- 
hesion and dislocation of the uterus and appendages, or 
it may suppurate ; the purulent and foul exudations pro- 
duce death by pyaemia or ptomaine intoxication, unless 
the strength of the patient can carry her on until spon- 
taneous bursting of the abscesses or their opening by the 
«urgeon. 

Bursting occurs most commonly into the rectum, less 
often through the abdominal parietes, or into the bladder 
and vagina. 

If perimetritic exudations remain stationary for months 
or years or relapse easily, so that fresh febrile attacks and 
finally spontaneous rupture takes place, the cause from the 
author's experience lies in the presence of purulent tubal 
catarrh or in ovarian abscesses. 

In gonorrhoeal perimetritis the chief seat of the disease 
is in the region of the tubes and ovaries, and generally at 
the sides of the uterus. Perimetritic membranes, between 
which pus can lie, enclose the diseased tubes and ovaries. 

Non-infectious perimetritis is characterised solely by 
formation of adhesions and cohesions between adjacent 
peritoneal surfaces which have lost their epithelium. 
The same kind of vascular adhesions arise in retroflexion 
of the uterus and prolapse of the ovaries, in ovarian cysts 
and myomata, and from escape of cyst contents and 
blood. 

The symptoms of septic perimetritis are those of local 
peritonitis. They consist of great pain in the abdomen, 
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distension, high fever, anA vomiting. If the exudation is 
c'omplefcely absorbed all the symptoms disappear, but if 
t.he exudation remains long in a stationary condition mac$ _ 
or leas severe pain, pressure symptoms, obstipation of UmJ 
bowel, and bladder troubles continne. If adhesions aiij^ 
left behind, displacement and eecondary diseases of tliff . 
uterus, ovaries, and tubes take place. In this way fresh 
perimetritic irritation is set up— a vicions circle which 




explains the difficulty of curing perimetritis (Fig. 1 
Should the exudation become pnrulent or 
the fever comes on anew, with specially 
(emperatnres. 

a that, unless spontaneous bursting o 
cision come to the rescue, death ensues, or gradual i 
spissation and absorption of the pus takes plat 
after bursting, death may take plfice from prolonged soil 
puration. These cases are often difficult to grapple witl 
therapeatieally, 
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Gonorrhceal perimetritis is chronic from the first, and 
is charautenaed by the most varied kinds of pain in the 
belly, which become intense at the menstrual periods, on 
Btraining, defiecation, and cohabitation. The gonorrhceal 
orip^in of perimetritis is rendered very probable by the 
presence of a tubal sac, and is made certain when other 
evidence of gonorrhcea ifl obtained from the history and 
none of earlier septic infection. 

B'on- infections perimetritis excites symptoms only by 
causing displacement of the pelric organs. If endo- 
metritis, due to congestion of the displaced uterus, arises, 
this keeps up a constant tenderness of the perimetritic 
bands, which makes itself felt in ev^ery movement of the 
patient and on defalcation and cohabitation. 

Di&gnDsis. — A perimetritic exudation is distinguished 
by its completely filling up the space between the pos- 
terior pelvic wall and the uterus. It runs right into both 
the posterior pelvic wall and the back of the uterus ; it is 
immovable itself, and also fixes the uterus. It depresses 
the po.sterior vaginal fornix, and pushes the uterus for- 
wards. The upper limit ia only to be made out inde- 
finitely, since it is formed by the adherent coils of 
intestine. 

Retro-uterine htematocele has just the same physical 
signs (see Fig. 125),but in conti-adistinction to perimetritic 
exudation the former begins without fever. Becent 
exudations are very tender on pressure. 

Perimetritic adhesions are I'ecognised, in the first place, 
by the fixation of the uterus, tubes, and ovaries, organs 
which normally are movable. The bi-manuaJ examination, 
both by the vuginal and rectal methods, under anrestheaia 
if necessary, enables ns to make out fairly well the kind 
of adhesions and their extent. This method of examina- 
tion w lis worked nut by B. S. Schultze. 
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The prognosis of pei'i metritis vanes with (the 
It is moat favourable in tboae forma which leave the t 
intact, 01' where the tubal catari'h ie healed. If exuda- 
tions occur in these cases they heal np spontaneously or 
after opening. Perhaps some adhesions may be left to be 
cured. But if pyoaalpinx or an ovarian abscess be the 
cause of perimetritis, cure can only be obtained b_v opera- 
tion — an operation whose mortality even yet is o-lO per 
cent. But that this mortality can be lowered has been _ 
proved by Zweifel, wiio had only 2 deaths out of 214M 
salpingectomies (09 percent.). U 

Txeatmeut.^-In recent exudations absolute rest is 1 
bed is indicated at once. Opiam and the application of 
ice bags are additional aids when severe peri ton i tic 
symptoms are pi-eseut. When the symptoms are lees 
severe the surgeon obtains a copious evacuation of the 
bowels by giving calomel at once. If the fever and pain 
subside, warm fomentations are used. Fonrteen days after 
the disappearimce of fever hot douches can be begun, thff J 
tempei'ature of which should be rather low (45° C.) 1 
first. More useful from the very beginning of the dises 
is ichthyol treatment in the form of pills, suppositoriei 
and painting the abdomen with a 50 per cent, giyce 
solution of ichthyol. Even pus which lies encapeule 
between the bowels may be absorbed by this treatment 
When the patient has somewhat regained her strenglllM 
she may bo allowed to use baths (brine or mad). 
this treatment, and often with nothing more than simple 
rest in bed, large exndations disappear withont leaving a 
trace. If tbe exudation becomes porulent or decom|>osed 
it should be incised early. As a rule, the opening ism 
in the posterior vaginal fornix:, and this is stitched ti 
sao wall ; the sac is then plugged with iodoform ( 
But if, owing to the high position of the abscess, itci 
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I be readied per vaginam, then it shonld be opened from the 

I belly wall in case it be adberent there. 

I If not Etdhereut there, the opening of the ahacesB in two 

stages is recommended. By plugging the abdominal in- 
cision with iodoform gaaze the wound and the espoeed 
part of the abscess wall become shut oil from the general 
peritonea] canity, and then the abscess can he opened 
without any of the pus getting into the peritoneal 
cavity. 

The extirpation of a pyo-salpinx must be thonght 
of in treating gonorrbceal perimetritia, and likewise in 
septic relapsing perimetritis. When perimetritic adhe- 
sions contain blood-vessels, simple absorption of the 
adhesions is not to be expected from the use of the 
absorbents already mentioned. This absorptive treatment 
can only pi-odnce a relasation of the adhesions by means 
of which the displaced organs somewhat regain their 
mobility. Then by the moveraents which, for instance, 
the uterns regularly undergoes in the varying conditions 
of fulness of the bladder and rectum, the adhesions become 
stretched, and finally separated — an occurrence which can 
be much aided by Hegar's plan of injecting voluminous 
enemata. The stretching, and finally the separation, of 
the adhesions is attained with much more certainty in two 
ways— namely, by the method of B. S. Schultze, described 
above on page 231 ; and by massage, according to the 
method of Thure Brandt. It is only natural that both 
methods can do grave injury in the hands of the inex- 
perienced ; bnt this objection can be made against every 
operation. A preliminary necessity for the candying out 
of bolh methods is practice in gyniecological examination. 
When the first method fails, the desired effect is often 
obtained with the second, if any endometritis present has 
been previous'" "tting. Endometritis 
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keeps Dp a lasting tendemeRB of the perimetritic 'bands, 
which does not allow of their being stfetohed. The 
essence of massage connista in the possibility of a sufficient 
palpation of the fixing bands and of the organs Bxed. 
The latter are then pulled in the opposite direction to 
that in which they are fixed. When the posterior uterine 
wall is fixed, two fingers are passed as high as possible op 
the posterior cervical wall and, together with the external 
hand, passed aa far as possible over the posterior surface 
of the uterus, the uterus is pulled forwards two oi' three 
times at a sitting, and is held for some time in strong- 
anteposition. Fixed ovaries arc freed by gradnal circolar 
Bcraping of the ovary out of its posterior adhesions, and 
theseadhesionsare then stretched or lorn by drawing the 
ovary forward. In gonori'hteal perimetritis these methods 
can only be n.sed in cbronic cases where there is no pyo- 
salpinx. For this ichthyol treatment ia good. Massage 
acta equally well in old dense exudations, even when the 
other means of treatment have been used in vain. In 
exudations which have already partly suppurated and 
burst, massage mnst be applied very circumspectly. If 
the perimetritic adhesions are combined with retroflexion, 
intra-peritoneal vaginal fixation is indicated (p. 158). The 
adhesions are divided upon a dii*ctor with Paqnelin's 
cautery. Laparotomy may he necessary in cases of peri- 
metritic adhesions or strands which have cansed a nai-- 
rowing or raal-position of the lumen of the bowel. The 
aathor operated for this indication in a case "hich had 
twice previously been subjected to laparotomy, with 
removal of the appendages. After massage for years had 
only produced temporary relief at intervale, the author 
performed laparotomy for the third time, with the diag- 
nosis of "adhesion of the bowels to the nterns, and of 
the omentum to the wonnd scar." He found the ut«rus 
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adherent to the bowels laterally and behind. It was 
eet free from the adhesiotia, and extirpated completely 
— abdominally. The patient has made a complete re 
coverj. This ilens coniea on most commonly in connection 
with laparotomies. Laparotomy for non -gonorrheal peri- 
metritis and removal of the diseased ovaries, orthe simple 
division of adhesions, is not, in the aatbor's opinion, 
jnatitied until the two methods of treatment given before 
have been tried and found useless (see p. 231). Here 
also ventral may often be replaced by vaginal laparo- 
tomy. 

Parametritis. 

Pai-ametritia is iiiflaiiimation of the connective tissue 
lying under the pDi'itoiieiim. This lies chiefly in largish 
masses laterally between the folds of the broad ligament, 
whilst there is but little connective tissue in front of and 
behind the nteruB. The inflammation, therefoi'e, at the 
aides of the nteruH is most extensive— tree parametritis 
— yet anterior parametritis, inflammation of the connec- 
tive tissue lying between the bladder and the uterus, and 
posterior pai-ameti-itis, inflammation of the connective 
tissue in the folds of Douglas, play an important part, es- 
pecially in the setiology of the displacements of the uterus. 
Since the peritoneum rises oat of the pelvis on every 
side it is evident that an inflammation of the connective 
tissue lying underneath the peritoneum, which begins ia 
the pelvis, can extend to the region of the kidneys behind, 
to the iliac fussie latei'ally, and upon the parietes over 
Poupart'x ligaments in front. Pai-ametritis is a cellulitis 
which arises from an infected wound. It arises most 
commonly daring the puerperinm, also from operative 
measures, in connection with uterine catari'h (B. S. 
Schultze) and gononhraa (through mixed infection). In 
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flaramation may extendi 
ause geaeral peritonitiA ■ 
maligntiin interDum of | 



the pnerperiam especially thi 
to the perimetrium, and eve 
of a fatal character (Erjsipe 
Virchow). 

A parametritis chronica ati'ophica difinsa haa algo been 
described by W. A. Freiind, which is caused, by cKCeasive 
sexual irritation, bad nutrition, and loss by discharges, etc. 
This passes into advanced atrophy of all the pelvic organs, 
and brings on a premature menopause. As a more 
remote symptom we often get acute hysteria to a high 



The pathological auatDmical condition is one 
and Bmall-oelled infiltrations, which forms, macroscopi- 
cally, a yellow, brawn-like, gelatinous mass. It tern 
nates fay complete absorption, by increase of connective I 
tissue with consequent fibroid contraction, or by suppnit 
tion. The latter often attacks only smaller sections, and 
thus the disease can assume aa extraordinai-ily chronic | 
course, since the great^er mass of the exudation is left 
unaltered by the discharge of the pus. A parametritic 
abscess opens spontaneously, most commonly above 
Poupart's ligament, leas frequently by the ischial foi-a- 
men, at the outer margin of the Quadratns lamborain, 
beneath Poupart's ligament, into the vagina, the bladder, 
or the rectnm. 

The first fire named points are also those from which 
a parametritic abscess may be opened ; and Hegar, and 
latterly Sanger, have described special incisions for the 
opening of the isthio-rectal cavity, in which the levator 
an! is cat through. So far as the geueiul conditions 
allow of it, a parametritic abscess should not be opened 
too soon, but the molting down of the exudation should be 
favoured by wai'm applications. 

The aymptomei which a recent parametritic exudation 
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excites a^e often strikingly few. 
B Bymptoma are only indii 



rer, pain, and pres- 
oontinue only for a 
few days if the patient takes care of hcfself. Bnt if she 
keeps np and aboat pelvic pain comes on with sacral 
pain, and radiating pains down the legs, which make 
the patient feel very indisposed. If connective 
tissue formation takes 
place with subsequent 
shrinking, displace- 
ments of the nterus ai'e 
specially apt to occnr 
(Figs. 123 and 124). 
These introduce new 
features into the aspect 
of the disease. 
donietritis arises as a 
result of a backward 
displacement, or a re- 
troflexion of the uterus, 

it keeps up a lasting tendernesa of the parametritic fibrous 

bands, and this makes itself felt on every sudden move- 

ment of the patient. 

If suppuration sets in 

fever comes on, with 




Fig. ia3.— Iflrt-sided j 



flatlon flnnllr brlnR;. 
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intermissions. 

The diagnosis of 
pai'anieti'itic exudation 
may be made when ft 
swelling is felt by the 

^J^f '^' •"" "*" side of the uterus, 

which runs right into 
both uterus and the lateral pelvic wall, which is 
immovable, and which pushes the uterus to one side. 



Fig. lai.— Tlie M 
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and there fixes it. Below, the inGltrtition ia c 

indefinitely limited, becanse it sends offshoots in vari 
directions. The npper boondary stands ont clearly i 
crescent shape when the esudation has implicated the 
whole broad ligament. Tenderness on pi'esaure ia not 
marked. A parametritic exudation is differentia ted from 
a hsematoma of the broad ligament only by the pi-csem 
of fever at the commencement of the former. 

Pai-a- and perimetritic cicatricial bands can be diagnosed 
at once from the mere fixation of the uterna. But if 
now attempt to pash the ufcerua to the side opposite to 
that of fixation, the bauds atand out much clearer. 

Parametritic cicatricial bands are to be felt easily by 
palpation at the side of the nterua. They stretch 
rule straight over the vaginal fornix, and from the uteras- 
to the pelvic wall, in the base of the bi-oad ligament. 
The bands between the bladder and the cervi 
easily made ont tliroagh the ant^nor fomjx. The bands 
of posterior parametritis are often first made out with 
certainty when one draws the cervix somewhat down- 
wards with the volsella or examines per reotnni. The 
posterior parameti'itic bauds are distinguished from peri- 
metritic ones by their position and comparative freedom 
from tenderness to pi-essure. The former present two 
thick bands coi'i-esponding to the folds of Douglas, which, 
diverging from the uteres, pass backwai'ds and outwards, 
but even the nameioua fine tender bands between the 
folds of Douglas have been found on ventral and vaginal 
section to be parametritic, so that one can only di 
perimetritic bands with certainty when the bands fix the 
fundus or the whole posterior utenne wall to the pelru 
wall, or when a large adhesion the whole width of the 
supravaginal cervix exists, or tlie ovaries are fixed by the 
bands. Moreover the diagnosis ia not of gi'eat import- 
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ance, as the trefttment is the same in each case 
majority of gyn (ecological patients one finds 
perimetritic bands of this kind with displaconient of the 
genitdl organs (in womeu who have borne childi'eii, Bandl 
estimates this at 58'4 per cent.}. The pi-ogtiosis of para- j 
meti-itia is better than that of pen metritis. The prog- 
nosis is nnfavourable ia those cases where an incomplete ] 
parnlent softening of the CKudalioo has taken plat 
Here death may finally be bivsught aboat by continno 
supparation. 

The treoitinfliit of parametritis ia tbe same as that of \ 
perimetritis with tbe exception of laparotom 
recent cases, when there is no great implication of the 1 
peritoneum, resfiilar evacuation of the bowels mnat be J 
attended to. Stretching of tbe parametritic bands c 
be obtained partly by bi-inannal massage and partly by 
clastic traction on tbe cervix through voisella (Chrobak). 
Any endometritis present must be removed previously by 
treatment (see p. 119). 



Betro-aterine Hfflmatocele. 

Betro-nterine hematocele is an encapsuled blood collec- 
tion in the poucb of Douglas. The encapsulation results 
firstly from the bleeding taking place into a space formed 
by perimetritic adhesions, or secondly by the blood, after 
a free flow into the peritoneal cavity, becoming shut in 
by secondary perimetritis, and into the cavity thus 
formed, which ia already filled with blood, fresh btemor- 
i-hages take place. The most frequent cause of the 
formation of bsematocBle is, according to J. Veit, the 

• The oontructioii of the foliia of DoukIe 
that iieus trnra constriction of the 
becomes indiepensable (D. H. Buhultze). 
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roptnre of an extra-uterine pi-egnancy, and next (S. 
Schroder) tbo bleeding from the veaaela of new formed 
perimetritic membi-anes, the pel^eo-peiitonitia hemor- 
rhagica of Virchow. Bleeding may also exceptionally 
take place from a burst Graafian follicle, or a burst blood- 
cyst of the ovary, or a varicose vein of the ligamentom 
latum. Congestion of the genitalia, as in coitus, or fi-om 
chill (especially at the time of menstruation), are pre- 
disposing causes. 

Symptoms. — Perimetritic diseases have previously 
been present as shown by the letiology, or meustruation 
has been absent. The onset of the disoifier commonly 
coincides with the time of menstruation, or is associated 
with menorrhagia, and declares itself at once by aym- 
ptoma of auiemia, as sudden syncope or weakness and 
fainting. Then pressure symptoms come on from the 
tumour, bearing down, sacral pain, rectal and bladder 
tenesmus. Fever is not present at first, and coi 
secondarily if more aevei* irritation of the peritoneum (a* J 
decomposition arises. 

The diagnosis is made by proving the presence of thi 
physical signs of a perimetritic exudation and by the hel^ 
of the history (Fig. 125). 

The pro^oBis as regards I i f e is favourable 
rational treatmeuc, bat is donbtful as regards complel 
recovery, since perimetritic residoa are commonly lei 
behind. 

The treatm.e]it is at first expectant. The swelling* 
often quickly lessens with absolute rest in bed, I'egalation 
of the bowels, tbe application of ice bags to the abdomen,. 
and the u.se of sedatives to prevent i-ecnn-etice of htemor* | 
rhage. In other cases it remains stationary for montlii 
For these cases, and for maiked pressure symptom 
in cases where the social status prevents the patiei 
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waiting the necessary time for absorption or giving herself 
the neceaaary ease afterwards, Zweifel and Gusaerow 
recommend opening the blood-cyst from the posterior 
vaginal fornis. 

By aspirating, one makes sure of the natui'e of the 
contents of the cyst and then passes a laucet knife by 




ot DouglM 



Withs 



the side of the cannula which is left i; 
sntni'ea the sac wall is united to the vagini 
membrane, the cavity is washed out and filled with strips 
of iodoform ganze, which ai'e left in 2-3 days. The 
douchinga are repeated fi«quently. By this method a 
cure may be got at the latest in three weeks. If the 
patient refuses this minor operation, in chronic cases 
massage may be indicated. If tubal pregnancy has been 
diagnosed as the cause of the hEeniatoccle, then on re- 
peated bleeding, if it leads to aneemia dangerous to life. 
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lapni'otom; ia indicated. One finds in Buch cases either 

a ruptuve of the sac of the hiematocele with free bleed- 
ing, or a similar htemorrhiige from t!ie open ostium of the 
tnbe. Of late laparotomy is performed at once in lirema- 
tocele duo to ectopic gestation in order to remove the 
diseased tube TCbicb has caused the disease. ^^ 



HEematoma of the Broad Ligament. ^ 

This ia distinguished from retro- uteri lie bfematocele 
hy its iutra-ligamentary position, and also by its origin, 
for it arises fi'om incomplete rupture of the nterus in 
labour or as a result of rupture either of a tubal 
pregnancy or of a varicose vessel into the broad ligament, 
but it cannot arise in connection with pelveo-peritonitis. 
From a parametritic exudation it differs, according- to 
Gusaei'oiv, in being limited by Ihe anterior and posterior 
pelvic walls, and by possessing a certain mobility. These 
physical si^*ns and the history secure the diagnosis 
against that of simple exudation. 

Bnt the eiamiuation shotild be caiiied out 
antesthesia, in cases of doubtful hesmatoma of long dura- 
tion, so as to exclude inti^-ligamentary tumours. The 
latter often seem to have a firm union with the pelvic 
walls when examined without aniestheBia. 

The symptoms are the same as in. htematocete, and the 



lese 

I tt|fl 



treatment is the san 
than in hKniatocele, 
from the bowel is lei 
perimetritic residua a 
of the escaped blood a 



e. The prognosis is rather better 
since the danger of decomposition 
s as the bowel is not so near, and 
'e not left behind after absorption 
I they are in hematocele. 




ON PHYSIOLOGICAL AND PATHOLOGICAL 
BLEEDING FROM THE UTERUS. 

The sexually mature woman — from 15 to 45 — is stibject. 
to a, physiological periodic loas of blood called menstrua- 
tion, the " period," or " poorly-time," which ia absent only 
during pregnancy and aackling. Mensfpuation cornea on 
every 26 to 28 days, and lasts 3 to 5 days, during which 
about 300 grammes of blood are lost. ■ This blood escapes 
by driblets from the utems, and owing to admixture with 
the alkaline cervical secretion does not coagulate. In 
many women menstruation is accompanied by light pains 
and general lassitude — hence the name poorly-time. 
Menstruation depends upon ovulation. Before ovulation 
takes place, as in children, and after its cessation, at the 
menopause, menstruation is absent. Bat menstruation 
is not a certain accompanying sign of ovnlation, as is- 
proved by cases of conception before the onset of men- 
struation and in suckling amenorrhoie women. Accord- 
ing to Pfliiger the irritation of the swelling follicle- 
refleily produces such hypermmia of the uterine mucous, 
membrane that finally hamurrhage by diapedesis ensues. 
The uterine mucous membrane as well as the ciliated, 
epithelium is left intact. 

The nature of menstruation depends npon climate,. 
social state, general states of health, and psychical in- 
fluences. The women of Greenland do not menstruate in 
winter, peasant women do not menstruate in snmmer 
owing to the severity of their work, and country girls. 
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coming into big towns often cease menstruation, Lnt iQ J 
these cases one mnat always bear in miud the chance at^ 
pt-eguancj : similarly midwifery students may not 11 
strQate owing to nnaccnstomed mental influences. Towna- 
women generally menstruate more freely than country. 
women. Excitement and shock may repress or " 
menstruation. Chloroeis and wasting diseases lead I 
oligorrlicea or anieooiThoea. 

Both the onset and cessation of menstraation e 
quently associated with disturbances. For months befon 
its onset there may be periodic pains ; or menatmatiof 
may begin with severe pain (ovarian or uterine dy* 
menon-hcea); or the period may be very s 
of long dnration. A.t the change of life (climacteric Ja 
menstruation may be very profuse oi" may be absent f 
months. During these periods of long amen orrhoea than 
woman suffers from circulatory ti'onbles, irritability,?! 
hot flushes, palpitations and sudden outbursts of ) 
perspimtion— tranblcB which persist for some time after 
complete cess.ition of menstruation, and are caused by 
the cessation of the internal secretion of the ovary. These 
may be relieved by the administration of oophorin tab- 
loids. The general system also alters at this period. 
Women then tend to get fat and their character becomes 

Hygiene of Menstruation ;— Severe bodily exer-'fl 

tion, such as dancing and singing, should be avoided; 
sanitary towel should be worn to absorb the loss. Threo I 
towels oi' diapers will take up the normal amount of losaa 
— hut this is of course a very rough statement. Afterl 
menstrual ion a warm bath should be taken and all ande^'f 
linen changed. 

MedicHl women inform us that a warm bath may htiM 
taken every day during menstruation, without danger,! 
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provided that cure ia fakeu ae to sufGciently ' 
nnderclotliing. 

The troablea of menstruation we have mentioned that I 
occur during puberty and at the change of life may very | 
often bo removed by general hygienic principles, by cold I 
frictions, regular exei-cise in fi-esh air, gymnastic cxerciees, 
avoidance of severe mental woi-k, or of study at the piano, t 
and by obtaining frequent and regular action of the ' 
bowels and bladder. 

In all blood losses about the climacteric the surgeon 
should make quite certain that there is no malignant 
disease about the uterus by making a cai-eful local 
examination. 

Such an examination is also necessary in the oase o£| 
virgins when the peiiodic paina of ovarian dysraenorrhoe 
become more sevei'e month by month and yet menstraa- J 
tion dooB not appear. Probably atresia of the vagina or I 
nterus exists. An examination is also necessary ; 
virgins when menstrnation for a long time keeps profuse, 
and very painful in spite of hygienic treatment 
combined with hemostatic and anodyne remedies 
fhydrastia, hydrastinin, stypticiu, preparations of ergot^ . 
morphia). The examination should be made per rectum I 
whereby displacements of the ntems, enlargements of the [ 
ovaries, and tumours are made out. If nothing is made 
out in this way then, under aneesthesia, the forefinger may 
be introduced into tbe vagina and foreign bodies (hair 
pins) or tumooi-s (vaginal sarcoma) made out. 

Under guidance of the finger the portio may be seized I 
with volseJIa and drawn down to the vulva and curetting 1 
may be performed without injury to tbe hymen. In thia 
way very often considerable growths of the uterine 

iugs us to pathological menstruation, which is 
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characterised by abnormally protracted Bevere pain (dya- 
menorrhcea), or abnormally gi-eat and continacd bleed- 
ing (menorrbagia). The inteAityof pain may be judged 
by the fact of the patient keepng her bed or not, and the 
amount of loss by the number of diapers used, also by the 
passage of olota of blood or vessels fall of blood, and bj 
the reaction 00 the general system. 

The tindei'standing of the causes of pathological n 
struatiou is of importance in ti'eatnient. Pathological n 
struation may arise from chlorosis, from irregular living 
from infections diseases, from disturbances of circulation 
ia connection with diseases of the beart, lungs a 
from ohi-onic over- distension of the bladder and bowel^ 
from lounl diseases of tbe uterus and the adneza. 

The ti'eatment must be general or local, according ( 

1 it must only be carried out after oaretal 

ination. Even in yonng individuals one Bhoali) 

always count on the possibility of malignant disease, andi 

therefore tbe examination shonld not be put off (as thfi 

patients so often wish) until the bleeding has stopped, 

especially so since in cancer the bleeding may not stop* 

and in polypus the open os uleri closes np with the 

if bleeding and thus renders tbe diagnosia i 

difficult. 

The treatment ia both operative and eyniptomatio. 
The first may be carried out in urgent cases even during 
menstruation, Aa a general rule, however, big operationi 
are avoided at this period owing to the hyper 
pelvic organs. 

Symptomatic treatment consists in ordering rest in 
bed, bland diet, and regulation of the bowels and bladder. 

For dysmenowhcBa hot compresses are applied to 
the belly and anodynes given internally (bromides, 
prunifolium, salines, opiates). 
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Local treatments in use are tamponade of the vagina, 
intrauterine injections of 25 per cent, carbolic alcohol, 
and vaporisation after Sneguireff. By the method of 
SneguirefB steam is carried into the uterus by a suitable 
apparatus and the whole of the endometrium is scalded. 
This method of Sneguireff is especially successful in the 
haemorrhages of the climacteric ; a raporisation of two to 
three minutes has been observed to produce necrosis and 
exfoliation of the whole uterine mucous membrane and 
thus to effect a lasting cure of the bleeding — whether 
this has been caused by small myomata, chronic metritis, 
or has arisen without any simultaneous growth of the 
uterine mucosa or abnormal friability of the uterine 
vessels. 

Thus vaporisation is likely to render some graver 
operations unnecessary and to become a valuable aid in 
minor gynaecology, while it is not more painful than cau- 
terisation. 

The following precautions must be taken : — 
A suitable apparatus must be used. 
The uterus should be previously dilated, so that polypi, 
products of conception, and malignant growths may be 
excluded from treatment. 

The cervical portion of the uterine catheter is covered 
with a drainage tube to prevent scalding of the cervix 
with consequent stenosis or atresia. 

As a rule only steam at 100^ C. is used. 
In young persons vaporisation is used for only j minute 
so that injury of the raucous membrane with obliteration 
of the uterus may be avoided. 

Vaporisation is not repeated until after the next men- 
struation. The patient is warned that after treatment 
a sanguineous, or even foul discharge with debris may 
continue for some weeks. After vaporisation for two 

T 
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minutes the patient should rest in bed for ten days to 
allow the eschar to come away. In a few eases of 
climacleric bleeding even vaporisation fails. For tliese 
the anther has devised vaginal excision of the uterine 
mncosa. After opening the anterior vaginal vault the 
anterior nterine wall is bared and split up to the fundus ; 
this may be done withont opening the peritoneum if the 
plica be pushed well up. 

Prom this incision it is easy to excise the whole 
uterine mucosa and to close the wound snrfacea by a few 
stitches. The operation is less destructive than extir* 
pation of the nteras. 



II. 

ON INTRA-ABDOMINAL HEMORRHAGE AND 
EXTRA-UTERINE PREGNANCY. 

Intra-abdominal haemorrhage in a woman is almost 
always due to tubal pregnancy, and needs prompt treat- 
ment. 

1. The haemorrhage may be acute, profuse and fatal 
ivithin a few hours, unless stopped by operation. 

Then there is progressive quickening of the pulse, 
increasing faintness, sickness, paleness of the lips and face* 
with tenderness and distension of the abdomen : the mind 
remaining clear. 

There is a hisfoiy of five or six weeks* amenorrhcea 
followed by irregular loss which usually accompanies the 
abdominal haemorrhage and pain, and is therefore present 
when the patient is seen. 

On vaginal examination a semi-fluid mass of blood and 
blood-clot can be felt in the pouch of Douglas, and in 
some cases it is even possible to feel fluctuation of the 
blood either on double external or "bi-manual " palpation. 

2. The haemorrhage may be acute, hut less profuse and 
intermittent. This is the more common form. A case 
begins with urgent symptoms of abdominal pain and 
faintness as described above, but in five or six hours the 
condition improves and the patient may even be able to 
get up from her bed and walk out of doors. In one, two, 
or thi'ee days all the symptoms recur, and again, perhaps, 
the haemorrhage temporarily ceases. If such a case be 
examined, the enlarged tube can usually be felt as a 
" tubal-sac ** behind the uterus, and spreading from this a 
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inftSH ia found occupying one side of the pelvis. The^ 
vaginal vessels beneath this mass are often s] 
prominent and pulsating. At the same time, an irre^Iar 
hminoi-rhage from the uteiits and vagina is going on, and, 
in the majority of cases, this has been preceded by a period 
of amenorrhoea of 6ve or six weeks' standing. The uterus 
itself is slightly enlarged, and contains a "decidna" 
which is usually passed with the vaginal dischargee. 
This may be found and recognised or the history of il 
passing may be obtained from the patient, 
one finds a history of amenori'hcea followed by irregali 
loss, togethei' with signs of a tubal tumour in a woman 
childbeai'ing age who has been previously healthy, thera- 
is every I'eason to auapecfc that estra-uterine pregnani 
has begun" {Lancet, Sept, 17, 1892). 

The treatment is essentially operative. The abdomi 
must be opened, the uterine end of the tube and bi 
ligament secured by a tight ligature, and the preguanl 
tube removed. The statistics of operation, if done in 
time, are remai'kably good. The writer has operated on 
forty-five oases (five of these bt'ing for a«ute liternorr^ 
rhage of the most dangerous class), and all but 
have been successful. — J. W. T. 
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Abdomihal Section: 

Instmmcnts for, 44 

Sp<mgcsy prepaiatkn o^ notc^ 47 

Patient, pffcpafation of 48 

Opcfation nxHUy pccporation of, 48 ' 

Operauion table, 49 

Assistants for, 50 ' 

Techniqnc of, 51, nocc^ 56 

Grave complications, 53 

After treaftmenft, 57, note, 56 

Absence of ntems, 100 
Alexander- Adam opcraiioa, 158 
Anaesthesia, trchnkfoe, 58, nocr, 58 
Anatomical introduction, 21 
Anteflexion of the otems, 141 
Anteversion of the otems, 143 
Asepsis in laparotomy, 48 
Atresiae, 94; with doubling of 

genital canal, 98 

Bartholin's glands, inflamma- 
tion, 24,71 

Bi-manoal examination, 5, note 5 

Bladder, washing out of, 69 

Bleedings, see baHnorrhagcs, 55, 
211, 269 

Cancer of uterus, 210; cervix, 210; 

body, 222 ; of ovary, 242 
Carcinoma vulvae, 72 
Case taking, i 
Castration, 200 
Caustic application to endometrium, 

26 
Caustics, intra-uterine injection of. 

Cervical catarrh, 127; lacerationSi 

>35 
Cervix, fixation of, 20 ; excision of, 

114; ulceration of, 137; hyper- 
trophic elongation of, 167 

Cdccygodynia, 79 

Cceliotomy, vaginal, 6 1 



ir, vaginal, 107 
ContrinoQS catgut sntui^ 77* 'j^» 

183 
Coocfc, rramiuarina, 4 
Cn«cfa,4i 
Coietticg, 122, 174 
Cystoma of ovary, 233 
Cysts of Tulva, 72 

Death from anaemia of brain, 56 

alter abdominal section, 59 
Oesoem of the uterus and vagina, 

166 
Dilatation of the uterus. 28 
Disctsion of the OS uteri, 107 
Disinfection of instruments and 

utenals, ^^i of operator, 42; of 

patient, 43 
Displacements of uterus, 139 
Doubling of genital canal, 98 
Dysmcnorrhcea, 100, 104 

EcTROPiUM of cervix, 131 
Electrolysis, 108, 117 
Elephantiasis vulvae, 71 
Elevation of pelvis, 5 1 
Elongation of the cervix, 167 
Emmet's operation, 103, 121 
Endometritis, 115; acute, 116; 

chronic, 1175 corporis, 117; cer- 

vicis, 127 
Enucleation of myomata, 199 
Erosions of the cervix, 1 29 
Examination, gynaecological, a ; 

bi-manual, 5 ; rectal, 1 1 ; with 

speculum, 14; method of, for 

ovarian tumours, 238 
Excision of the hymen, 92 ; of the 

cervical mucous membrane, 13a 
Exploratory incision, a40 
Extirpation of the diseased uterine 

appendages, a3a 
Extra-utcrine pregnancy, a 75 





Fistula, vcsico- vaginal, Si; opera- 
lions for, 84 J urrtcro-vaginal, 
90 ; recto-vaginal, 91 

Fiialion o( the vaginal portiiin o[ 
cervix, lo j vaginal, ol letro- 
fleied utcnis, IJ8-174 

Follicular hvpertrophy o[ the Taginal 

Fl a |i-ap lilting operation tor peri- 
neum, 78, 182 ; in vesicit-VBginai 
iistula, Si I of the cervix, 137 

fritach's operation, gi 



"inc. 165 
H»mat(t-kolpos, 95 
Hstmatoma oF the vulva, 71 ; of 

the broad Irgament, 168 
HKmato-mclra, qj 
H»mat<..salpinx, 95, 145 
Hsemorrhage, 209, 211, 126, 269, 

Hernix, 70 

History, gynxcrilogical, I 

Hjrdtt^a folliculi, 233 

Hymen, atresia of, 94 ; excision of, 

Hypertrophy oi the vaginal portion 
of the cervix, uncomplicated, 167 
Hysterectomy, va^nal, 215 



Instrumeniarium uf the consi 
I ,10; for lajiarotomy, 
46 ; disinfection of th 
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Kolpokleisis, S8 
Kolpo perineorrhaphy, r8i 
Kol porrh a phy anterior, f^i 
lateral, 173 ; posterior, 178 

Lapabotohy, (ireparalii 

of the palicnt anf! Ihi 

Lysol, note, 10. ' 

Menopausf, I 
Menstruation, i, 169; I- 
J70 

Microscopical examinali 

MyLmala, 191; removi 

pendapes for, Joo 
Myomoti 



Ne. 



ly, 21 
growths . 



lotr, 461 

grieoe t*, 
n, uttf 



the 

cystic, 233 ; solid, 241 ; 



Ovaries, anatomy of, 16 ; 

rages in, 116 ; inflammation i 
326} neVf growths of, I33, 14!^ 

Ovariotomy, 43 ; vaginal, 54 

P*P,..M,»*.72 

Parametritis, iji 
Par-ovarian cysts 144 
Pedicle torsion, 2.16 
Pelvic outlet and floor, 34 
Perforation of the uterus, 1 21 
Perimetritis, 253 



Perin 

Pen neoplastic 
Pcrinconhaphy, 181 
Peritoneum, 40 
Pessaries, 153, iss. f 
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Pregnancy, tubal, 275 

Preparation of patient for operation, 
37 ; for abdominal section, 44 ; of 
patient and room for same, 48 

Prolapse of uterus and vagina, 166 

Pruritus vulvae, 70 

Puberty, i 

P)0-salpinz, 250 

Rectal examination, note on, 1 1 
Kecto-vaginal fistula, 90 
Rectum, 32 

Replacement of the uterus in retro- 
flexion, 150 
Retention of the uterus by pessaries, 

153 
Retroflexion of the uterus, 147 ; 

treatment, 150 
Retro-uterine haematocele, 265 
Retroversion of the uterus, 144; 

operation for, 187 
Ruptured perinaeum, chronic, 73 

Salpingitis, 247 
Salpingoectomy, 246 
Salpingo-oophoreciomy, 250 
Salpingotomy, 97 
Salpingostomy, 253 
Sarcoma of uterus, 223 
Sounding of the uterus, 2 1 
Speculum 14; on the use of, 15; 

note, 18 
Sponges, note on preparation of, 47 
Stenosis of uterus, 102 
Sterilisers, 35, 36 
Sterility, 104 
Supra-vaginal amputation of the 

body of the uterus, 204 
Syphilitic ulcers, 138 

T A it's operation for ruptured peri- 

nseum, 182 
Tamponade of the vagina, 24; of 

the uterus, 23, 114, 1 25 
Tapping, 240 
Total extirpation of the uterus, 

207 ; vaginal, 215 
Tumours, in'.ra-ligamentary, 53 ; 

escape of contents, 55 ; of vulva, 

70; of vagina, 82 



Ulcers of the cervix, 137 

Urethra, anatomy, 25 

Urethritis, gonorrhceal, 69 

Ureteral fistula, cure of, 90 

Uretero-vaginal fistula, 90 

Uterine appendages, diseases of, 245 

Uterine . mucous membrane, cau- 
terisation of, 26 

Uterus : anatomy, 26 ; examination 
of, 8 ; washing out, 23 ; dilata- 
tion of, 28 ; malformations of 
100; absence of, 100; congenital 
atrophy, 101 ; uterus fcetalis, 101 ; 
stenosis of the uterus, 102; in- 
flammatory diseases of, no; 
displacement of uterus, 139 ; 
position of, 139; anteflexion, 141 ; 
anteversion, 143 ; retroversion* 
144; retroflexion, 147; vaginal 
fixation, 158; prolapse of, 166; 
retroversion, operation for, 187; 
inversion, 188 ; new growths of, 
191 ; extirpation of, 215 

Vagina, anatomy, 26; tamponade 
of, 24 ; inflammation of, 80 ; 
tumours, 82; atresia of, 94 ; pro- 
lapse of, 167 

Vaginal laparotomy, 61 ; fixation of 
the uterus, 158, 174; coeliomyo- 
mectomy, 207; extirpation ;f 
uterus, 215 

Vaginismus, 92 

Vaginitis, 80 

Vaporisation, 273 

Ventro-fixation of the retroflexed 
uterus, 158 

Vesico-vaginal fistula, 82; opera- 
tion, 84 

Volselia, use of, 19 

Vulva, anatomy, 21; inflammation 
of, 68; pruritus, 70; tumours, 
70; haematoma, 71; cysts, 72; 
elephantiasis vulvae, 72 

Vulvitis, 68 

Washing out of uterus, 23; of the 
vagina, 27 ; of the bladder, 69 
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